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Section I: Abstract 
Background: The Institute of Medicine (2008) set a goal that 90% of healthcare decisions would 
be based on the best evidence possible by 2020, yet many challenges remain. Common barriers 
include clinicians’ beliefs about the value of evidence-based practices, their competency to 
implement it, and systems issues such as time, resources, and organizational value and 
preparedness (Melnyk et al., 2017). 
Local Problem: A hospital within an integrated health care system sought to increase the use of 
EBP for clinical decision making. A gap analysis revealed a lack of sufficient EBP mentors to 
lead efforts to promote system-wide EBP implementation. 
Context: The EBP Mentor Fellowship program was closely aligned with the organization's 
mission, vision, and nursing strategic plan and was supported by leadership. 
Interventions: The fellowship was designed to develop knowledge and skills in a team of EBP 
mentors. Following a week-long EBP workshop, fellows participated in coaching sessions, 
worked in teams to complete an EBP project, and accessed an online repository of EBP 
resources. 
Outcomes Measures: The variables measured were EBP competence, EBP beliefs, EBP 
implementation, and organizational readiness for EBP. 
Results: Comparison of pre- and post-intervention survey results indicated higher EBP 
competency, stronger beliefs about the value of EBP, and greater frequency of EBP 
implementation. 
Conclusions: The organization gained eight EBP Mentors who can assist clinical nurses and 
nurse leaders. Future spread of the project is anticipated based on the gains observed in the pilot 
and the close alignment with the nursing strategic plan.  
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Keywords: evidence-based practice, EBP mentor, EBP champion, nurses, EBP fellowship, 
implementation, professional development, evidence champion, implementation nurse, 
implementation science 
 8
Section II: Introduction 
The EBP Mentor Fellowship was an evidence-based program designed to advance the 
organization’s mission and achieve the quadruple aim for healthcare by facilitating a paradigm 
shift from tradition-based practice to evidence-based practice (EBP). The mission included 
quality, affordability, and health promotion. The quadruple aim added the clinician experience as 
an indicator of health system performance (Bodenheimer & Sinsky, 2014). According to the 
Advancing Research through Close Collaboration (ARCC©) model, the use of EBP mentors is 
central to the integration of EBP (Melnyk et al., 2017). EBP Mentor programs across the nation 
have accomplished quality and safety, significant cost avoidance, and improved clinician 
engagement, satisfaction, and retention (Alves, 2021). This new strategy aligned a strong history 
of employee engagement and performance improvement with an evidence-based approach to 
promoting a clinical inquiry culture and improving outcomes for patients, clinicians, and 
healthcare organizations. 
Background  
In healthcare, evidence-based practices (EBP) support optimal clinical outcomes by 
integrating the best available evidence, clinical expertise, and patient preference (Melnyk & 
Fineout-Overholt, 2019). More than a decade ago, the Institute of Medicine (IOM, 2009) set an 
aspirational goal for 90% of clinical decisions to be “supported by accurate, timely, and up-to-
date clinical information, and will reflect the best available evidence” by 2020 (para. 1). The 
vision behind the goal is for the healthcare system to draw on the best evidence to provide the 
most appropriate care for a patient’s individual needs and conditions. Embedded in the vision are 
an emphasis on prevention and health promotion, delivering the most value, and adding to 
learning as care is provided—all of which hinge on evidence to guide practice decisions. The 
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target date has passed, with the goal not met. The reasons for failure include clinicians’ beliefs 
about the limited value of EBP, inadequate professional competency to transfer evidence to 
practice, and systems issues, such as time, resources, preparedness, and perceived organizational 
value (Melnyk et al., 2017). Failure is also ascribed to a limited capacity for timely generation of 
evidence on the relative effectiveness and safety of available and emerging interventions coupled 
with insufficient capacity to evaluate high-priority interventions, and weak links between clinical 
research and practice (IOM, 2009).  
Barriers to nurses’ implementation of EBP in clinical practice range from gaps in self-
reported competency to considering EBP of less importance than quality and safety in improving 
outcomes. Melnyk et al. (2016) assessed leadership and organizational preparedness among 276 
Chief Nurse Executives (CNE) across 45 states and Washington D.C. More than 50% of the 
CNEs practiced EBP in their hospitals “somewhat” or “not at all;” 72% cited inadequate 
allocation of financial resources to support EBP. All the respondents included quality and safety 
in their top three organizational priorities; however, only 3% ranked EBP as a top priority. 
Ironically, the CNEs reported not investing in the very approach that could yield the desired 
gains in quality and safety.  
Similar results were seen in studies involving frontline nursing staff. Fewer than half of 
6,800 respondents to a survey of RNs in Mid-Atlantic states were confident to use EBP to inform 
practice change; 78% had not accessed national practice guidelines or literature reviews in the 
previous eight weeks; and 69% had never formulated a focused research question (Warren et al., 
2016a). In a study to assess EBP competency in nurses across the United States, survey 
respondents (N=2344) overall reported they were not yet competent in meeting any of the 24 
EBP competencies queried (Melnyk et al., 2018). The study showed strong positive associations 
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between EBP competency and EBP beliefs (r = .66) and EBP mentorship (r = .69), and a 
moderate positive association between EBP competency and EBP knowledge (r = .43).  
Having a positive attitude towards EBP and seeing its value to patients have been 
reported as important but insufficient for the implementation of EBP among nurses (Stokke, 
2014). Studies show nurses use EBP only to a low extent despite it being an important objective 
in healthcare and nursing education (Bostrom et al., 2009) Nurses rely largely on sources of 
information such as their own and their colleague’s experiential knowledge, social interactions, 
guidance from experts, core clinical education, and a priori knowledge, including personal 
beliefs (Estabrooks et al., 2005; Gerrish et al., 2008).  
Human and organizational factors are associated with barriers to the use of EBP. 
Individually, nurses may lack time to read literature, not see the value of research for practice, 
have insufficient research comprehension and database navigation skills, face a heavy workload, 
and work in a setting where EBP is not emphasized (Brown et al., 2009; Middlebrooks, et al. 
2016; Solomons & Spross, 2010). From a survey of 760 clinical RNs in the US, Pravikoff et al., 
(2005) identified the top three institutional barriers: more important priorities than EBP, 
difficulty with nurse recruitment and retention, and insufficient funds to subscribe to information 
sources. Lack of resources was the most important barrier to implementing EBP guidelines cited 
in a systematic review of 106 studies of barriers to evidence-based medicine (Sadeghi-Bazargani 
et al., 2014).   
Nurses have the most direct interaction with patients of any healthcare professional, 
directly impacting the patient experience and quality of care. There is a tremendous need to 
enhance nurses’ skills so that they achieve competency in EBP to ensure the highest quality of 
care and best population health outcomes (Melnyk & Fineout-Overholt, 2019). EBP mentor 
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programs have been used to good effect to advance integration of EBP into clinical practice 
(Melnyk et al., 2017). Evidence supports use of EBP mentor programs to achieve quality and 
safety improvements, reduce costs, and improve clinician engagement, satisfaction, and retention 
(Alves, 2021). There is compelling evidence to justify the investment of time and resources 
required for EBP mentor development programs.  
Problem Description 
A medical center within a large integrated health care system was seeking Magnet© 
designation. Magnet© is an outcomes-based credential for healthcare organizations that 
demonstrate excellence in professional nursing practice and quality care delivery (American 
Nurses Credentialing Center [ANCC], 2019). A systematic evaluation of the medical center was 
conducted based on the 2019 Magnet© standards to assess readiness for application. A gap was 
identified within the standard “New knowledge, Innovations, and Improvements (NK).” 
Magnet© organizations systematically and intentionally integrate EBP into clinical practice 
(ANCC, 2019). While the medical center had a nursing research council in place, research and 
EBP activities were conducted sporadically rather than as a consistent standard of practice. The 
medical center lacked adequate infrastructure to ensure that quality improvement (QI) initiatives 
and clinical problems were addressed employing EBP.  
Setting 
The setting was a 242-bed Level-2 trauma center within a large, multi-site healthcare 
system in Northern California. In the year the project was implemented, the workforce consisted 
of 559 physicians, 190 allied practitioners; 313 volunteers; and 4,343 employees, of which 825 
were RNs. The medical center had over 128,000 annual emergency department (ED) visits, over 
16,000 hospital discharges (average length of stay of 3.52 days), and more than 1,800 trauma 
  12
cases in 2019. Licensed services included basic emergency, intensive care, intermediate care 
nursery, labor and delivery, medical/surgical, radiology/nuclear medicine, perioperative, 
postpartum, rehab services, respiratory care services, and social services. The Board of Directors 
had approved an initiative for all 39 hospitals across the enterprise to pursue Magnet© 
designation.  
The highest degree achieved for most RNs is an associate degree in nursing (ADN). Few 
RNs in the organization are formally trained in EBP. There is strong local and regional 
organizational support for nurses to pursue advanced degrees.  
A nursing professional governance (NPG) structure that includes unit and facility-level 
practice councils has been evolving; however, most QI initiatives have been led using 
performance improvement methodology that does not consistently include a review of evidence. 
The project manager conducted a review of all unit council projects completed in the three 
previous years. Less than half of the projects referenced EBP or peer reviewed literature and 
none of them included a table of evidence to support the practice change.  
Specific Aim 
Interventions that strengthen the EBP beliefs of the healthcare team also increase the 
implementation of EBP (Melnyk & Fineout-Overholt, 2019). Interventions that strengthen EBP 
beliefs and implementation promote paradigm shifts from traditional practices to practices that 
integrate the best evidence, clinical expertise, and patient preferences. Central to the model is the 
use of EBP mentors. This project's scope was to develop a team of EBP mentors to advance EBP 
within the organization. Anticipated outcomes were increased EBP competence, strengthened 
EBP beliefs, and increased EBP implementation in the medical center. These were measured 
using the EBP scales developed by Melnyk et al. (2008). The project aimed to increase the 
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participants’ scores on the EBP Competencies and the EBP Shortened scales by 25% over 6 
months.  
Available Knowledge 
Inconsistent integration of EBP into practice was an identified gap in the organization 
that was remedied by adopting the ARCC© model. The ARCC© Model is a conceptual framework 
that uses EBP mentors to identify and address barriers and facilitators to EBP in the organization 
(Melnyk & Fineout-Overholt, 2019). There were pervasive gaps in EBP competency among 
nurses within the organization. Training and role development of nurses to become EBP mentors 
was a significant investment of time and resources. To justify this investment, leadership needed 
to be informed about the best practices for developing EBP mentors and the anticipated 
outcomes of an EBP mentor development program.  
PICO(T) Question  
A PICO(T) question was developed to guide the search strategy. The project focused on 
developing EBP mentors from nursing departments, so the population was defined as nurses. The 
intervention being explored was an EBP mentor development program, and the comparison was 
no program. EBP mentor development programs can impact participants, the organization, and 
the patients under their care. The review intended to explore potential effects, so the outcome in 
the PICO question was defined with the general terms of clinical, organizational, or patient 
outcomes. Based on these criteria, the following PICO was developed: Among nurses (P), how 
does the implementation of an EBP mentor program (I) compare to no formal EBP program, (C) 





Based on the PICOT question, relevant keywords and subject headings were used to 
search in PubMed, Cumulative Index to Nursing, Allied Health Literature (CINHAL), and 
Scopus. The inclusion criteria for the search included (a) year of publication 2010 or newer, (b) 
sample includes registered nurses, (c) English language, and (d) studies with n>20. Exclusion 
criteria included (a) publication older than 2010, (b) non-English language, and (c) sample 
consists of prelicensure-nursing students interventions discussed did not include the use of an 
EBP mentor. The initial search identified 37 articles. Citations and abstracts were screened using 
inclusion and exclusion criteria. Fifteen articles were included and appraised using the John 
Hopkins Nursing Evidence-Based Practice Research Appraisal Tools (Dang & Dearholt, 2018). 
One article was appraised at Level I Grade B, five studies were level II grade A, five-level II 
grade B, one level II grade C, one level V grade A, and one level V grade B. Articles were 
summarized (see Appendix A, Summary Table of Evidence) and reviewed to compare mentor 
programs interventions and examine clinician, organizational, and quality and safety patient 
outcomes (see Appendices B, Synthesis of Interventions & C, Outcomes Synthesis Table). 
Integrated Review of the Literature 
There is significant variation in the interventions used to develop EBP mentors. 
Interventions common to successful programs included didactic content, completion of an EBP 
project, individual or group coaching sessions, and availability of a repository of resources to 
support practice. Clinician outcomes included improvements in clinicians’ beliefs about the 
value of EBP, improved EBP competency, and increased rates of EBP implementation. 
Organizational outcomes included enhanced organizational readiness for EBP, increased staff 
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engagement, and financial gains via cost avoidance. Patient outcomes associated with EBP 
mentor programs included reductions in hospital-acquired conditions (Alves, 2021).  
Interventions. A review of the literature revealed a high level of variation in the length 
and composition of EBP mentor training programs. Interventions varied in length from fewer 
than three months to 1 year, with the majority lasting six months to 1 year (Abdula et al., 2014; 
Breckenridge-Sproat et al., 2015; Chan et al., 2020; Cullen et al., 2020; Kim et al., 2017; Melnyk 
et al., 2017; Royer et al., 2018). The most prevalent interventions included didactic content, an 
EBP project with individual or group coaching sessions, and an EBP toolkit or printed resources 
to supplement training.  
Most programs included traditional classroom-style teaching; however, two studies 
utilized a flipped classroom model to deepen synchronous learning (Kim et al., 2017; Spiva et 
al., 2017), and two programs included blended learning using in-person and web-based training 
(Cullen et al., 2020; Spiva et al., 2017). Many mentor fellowships included completion of an 
EBP project with group coaching by an experienced EBP mentor (Abdula et al., 2014; Cullen et 
al., 2020; Friesen et al., 2017; Melnyk et al., 2017; Morgan, 2012; Royer et al., 2018; Spiva et 
al., 2017), while two utilized individual coaching throughout the program (Chan et al., 2020; 
Levin et al., 2011).  
Six programs distributed a toolkit or printed materials to reinforce learning 
(Breckenridge-Sproat et al., 2015; Friesen et al., 2017; Levin et al., 2011; Lott et al., 2020; 
Melnyk et al., 2017; Morgan, 2012) and four programs gave trainees access to an electronic 
repository of resources (Breckenridge-Sproat et al., 2015; Friesen et al., 2017; Lott et al., 2020; 
Spiva et al., 2017). The length and composition of the EBP mentor programs varied, and each of 
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the studies showed some improved outcomes despite the variation. It can be concluded that a 
multi-faceted approach to EBP mentor development improved outcomes.  
Clinician Outcomes. The most consistent finding in the literature was an improvement 
of clinician outcomes. Multiple studies showed that EBP mentor programs strengthened EBP 
beliefs, implementation, and ability. Four studies used the EBPB scale to measure the extent to 
which clinicians valued EBP and the EBPI scale to measure changes in the frequency of 
implementation of EBP in practice. The EBPB scale has 16 Likert-style questions that measure 
clinician beliefs regarding EBP and its importance to clinical practice. The EBPI scale is an 18-
item Likert scale measuring self-reported participation in EBP activities in the preceding eight 
weeks. Both scales demonstrated validity through consistency with similar variables and 
reliability (Cronbach’s  =.90) (Melnyk et al., 2008).  
Kim et al. (2017) analyzed pre- and post-test scores for three cohorts of participants in a 
regional collaborative EBP mentor fellowship and found statistically significant increases in 
EBPB and EBPI (p<.05). They also reported increased job satisfaction and that increased EBPB 
was positively correlated with job satisfaction (p=.002). Breckenridge-Sproat et al. (2015) 
implemented a multi-faceted EBP program across three military hospitals. The program's 
foundation was a team of unit-based EBP mentors who attended an EBP workshop and follow-
up coaching sessions. The study team found a significant increase in the EBPB scores for the 
mentors and a measurable but statistically insignificant increase in the EBPB scores of clinical 
nurses. They also found a statistically insignificant increase in EBPI for both groups.  
Friesen et al. (2017) conducted a mixed-methods study to evaluate the effectiveness of an 
EBP mentoring pilot program at a multi-site healthcare system. Five hospitals, each designated 
one pilot unit, contained one team leader and one clinical nurse trained as an EBP mentor for the 
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department. The team conducted pre- and post-tests for the EBPI and EBPB scales and recruited 
24 nurses for focus groups to gather qualitative data. They found a significant increase in EBPI, 
and nurses in the focus groups reported feeling happy to participate and that the program 
enhanced their engagement in EBP. While not statistically significant, the improved mood and 
participation demonstrated the program’s value, nonetheless.  
Levin et al. (2011) randomized two groups of nurses from a large not-for-profit agency in 
New York. The experimental group participated in an EBP mentor program and corresponding 
EBP project; the control group received an equal number of hours of education on a clinical topic 
with no training. The nurses in the experimental group had higher EBPB (p<.001) and EBPI 
following the intervention (p=.006), as compared to the control group. Melnyk et al. (2017) 
implemented an interprofessional EBP mentorship program over 12 months. Post-test scores 
showed an increase in the mean EBPB (p=.001) compared to the pre-test scores, and the mean 
EBPI scores improved (p=.001) after 12 months.  
Another tool that measures attitudes, knowledge, and practice related to EBP is the 
Evidence-Based Practice Questionnaire (EBPQ). It is a 24-item Likert scale with three subscales 
that measure knowledge and skill, attitude, and practice. Each subscale has a demonstrated 
Cronbach’s score of >.70 (Upton & Upton 2016, as cited by Chan et al., 2019).  
Four of the studies reviewed used this scale, alone or in conjunction with other tools, to 
assess the benefits of EBP mentor programs on clinician outcomes. Chan et al. (2020) 
implemented nursing research and EBP mentorship in Singapore, and nine nurses were recruited 
to participate in an EBP mentor fellowship framed by the ARCC© model. They collected 
baseline and post-intervention surveys from the mentors and nurses working on the same units as 
the mentors using the EBPQ scales. Both mentors and their colleagues increased their scores for 
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all three subscales, and the mentors had more significant increases than the clinical nurses. For 
both groups, the Practice subscale had the most significant increase. The authors demonstrated 
that investing in a small team of mentors could improve nurses' beliefs, knowledge, and practices 
regarding EBP in their departments.  
Carter et al. (2018) implemented four infrastructure-related interventions to promote EBP 
in a large, six-hospital system in New York. One of these interventions included an EBP mentor 
program where the EBP mentors subsequently implemented additional interventions. Post-
intervention surveys for 605 nurses found scores above the mid-point for each subscale. While 
no baseline data could provide a comparison, the authors found a significant increase in library 
utilization for RNs, which provided a leading indicator for EBP practice. This increase implies 
that nurses were asking more clinical questions and seeking evidence to answer these questions 
more often due to the interventions.  
Spiva et al. (2017) conducted an EBP mentor training program where mentors spent a 
year implementing strategies to promote EBP in the organization. They were given the EBPQ 
survey pre/post-training, along with the EBP Confidence Scale, which uses a five-item spectrum 
to measure perceptions of knowledge and ability to implement EBP. It has a demonstrated 
context validity index of .90 and Cronbach’s a=.96 (Spiva 2012, as cited by Spiva et al., 2017). 
Mentors were given each scale pre/post-training, and both revealed increased scores. Following 
the year of interventions, clinical nurses were given a series of surveys that demonstrated similar 
findings.  
Lott et al. (2020) evaluated the effectiveness of integrating EBP into existing professional 
governance infrastructure to promote EBP in a cost-neutral manner. This project included an 
EBP mentor development program, resources to support EBP, and existing structures to create 
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EBP mentorship and application opportunities. To measure the impact on mentors, the authors 
used the Evidence-Based Nursing Practice Self-Efficacy Scale, which measures self-confidence 
to implement EBP. They used the EBPQ scale to measure the impact on clinical nurses. The self-
efficacy of the mentors was measured at baseline, immediately after the EBP training, and three 
months following the training. Scores increased over time, and the standard deviation decreased, 
indicating that mentors increased in confidence, and their scores decreased in variation over 
time. Following project implementation, the clinical nurses completed the EBPQ, and results 
were compared with a baseline survey conducted two years prior. The EBP practice domain 
showed the greatest impact, with significant increases for all items in the subscale. The other 
subscales showed small increases that did not meet the threshold of statistical significance. There 
is compelling evidence that an EBP mentor development program strengthens clinicians’ values, 
competency, and participation in EBP.  
Organizational Outcomes. Implementation of an EBP mentor program improved 
organizational outcomes. According to the ARCC© model, organizational readiness and culture 
can either facilitate or impede EBP implementation. Four of the studies evaluated the impact on 
organizational readiness to implement EBP. Three studies evaluated clinicians’ perceptions of 
organizational preparedness and the organization’s support of EBP. All three studies showed 
improvements in preparedness and support for EBP following the intervention (Melnyk et al., 
2017; Spiva et al., 2017; Warren et al., 2016b). One study measured perceived barriers after 
piloting an EBP mentor program and found significant decreases in perceptions of organizational 
barriers to EBP (Morgan, 2012). These EBP mentor development programs increased the 
organizations’ capacity for EBP implementation by improving culture or addressing 
organizational barriers.  
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There were also improvements in staff engagement and professional development. Cullen 
et al. (2020) found that clinical nurses who participated in their EBP Change Champion 
programs reported motivation to improve outcomes in their practice areas. The authors also 
indicated that many participants subsequently joined one or more shared governance committees. 
Another study described a 300% increase in EBP or performance improvement projects led or 
co-led by clinical nurses (Lott et al., 2020). A 5-year longitudinal study measured participant 
engagement in EBP, organizational leadership, and professional development. One year after 
program completion, 70% of participants mentored others in EBP, performance improvement 
(PI), or research, and 65% started a new EBP, PI, or research project. More than two-thirds had 
been asked to participate in the nursing shared governance council or interdisciplinary 
committee, 65% had begun or completed a graduate education program, and 49% had 
experienced a career advancement (Royer et al., 2018). In their 3-year evaluation of multiple 
EBP mentor cohorts, Warren et al. (2016b) discussed an increase in the number of EBP and 
research projects initiated by staff. They reported that both new and experienced RNs had 
presented and published their projects. Participation in EBP mentor development programs 
increased EBP engagement and clinical nurse engagement in practice councils, interdisciplinary 
committees, career advancement, and pursuit of graduate degrees.  
Organizations also experienced financial benefits due to the EBP mentor development 
programs. These gains were experienced either through savings related to improved patient 
outcomes or decreased RN turnover. In one case, the EBP mentor role reduced catheter 
associated urinary tract infections (CAUTI) rates and saved an estimated $109,368 in related 
costs (Cullen et al., 2020). Levin et al. (2011) reported a reduced nurse turnover from 50% to 
11% in the experimental group. According to a recent study of RN turnover in the United States, 
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the average cost of turnover has ranged from $33,300 to $56,000 (NSI Nursing Solutions, 2020). 
While only two studies reported financial outcomes, the results are compelling. There is solid 
evidence that EBP mentor programs benefit the cultural and financial welfare of healthcare 
organizations.  
Patient Outcomes. Five of the studies reported improvements in patient outcomes 
related to quality and safety. As part of an evaluation of a large EBP mentor development 
program, Melnyk et al. (2017) reported the outcome measures for each EBP project led by the 
mentors. The results included significant improvement regarding ventilator days, HAPIs, 
ambulation rates, readmission rates, and exclusive breastfeeding rates.  
Another study showed mixed reviews related to patient outcomes, noting that many of the 
EBP projects evaluated clinician process measures, such as care bundle compliance rather than 
patient outcomes (Abdullah et al., 2014). A mentor-led EBP practice improvement project 
decreased CAUTIs in a long-term acute care hospital in one case report. The mentor guided the 
unit-based EBP team in the EBP process and change management strategies. Catheter days 
decreased by 26.1% (medium effect size = .65, p<.001) and CAUTI rates decreased by 33% 
(small effect size, p=.49) (Magers, 2014).  
Similarly, Cullen et al. (2020) found that using an EBP mentor reduced CAUTI rates 
from 0.78 to 0.00 infections per 1,000 catheter days. A survey showed that project participants 
were satisfied, engaged, and motivated to implement change. Finally, Morgan (2012) used HAPI 
improvement as a pilot to determine whether EBP mentors improved nurse-sensitive quality 
indicators. The intervention was rolled out in three phases: I. Mentors led sessions on the basics 
of the EBP process, conducted a literature review, and made practice recommendations; II. The 
team learned to evaluate the effectiveness of the initiative; III. Focus on sustainability. The 
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organization decreased HAPIs by 5% from one quarter to the next following this project. 
Indications show that EBP mentorship programs improve patient outcomes. Further studies 
should evaluate EBP mentor programs and patient outcomes.  
Summary/Synthesis of the Evidence 
Evidence shows that EBP mentors working within the organization to lead EBP 
implementation efforts and promote systemic integration of evidence into practice promote 
quality and safety (Cullen et al., 2020; Magers, 2014; Melnyk et al., 2017; Morgan, 2012). The 
development of influential EBP mentors represents a significant investment of time and money; 
therefore, organizations intending to develop an EBP mentor program should first comprehend 
which interventions effectively prepare EBP mentors for the role. There are numerous examples 
of multi-faceted EBP Mentor development programs that have improved outcomes for nurses, 
organizations, and their patients.  
While there are varied approaches to EBP mentor development, components of 
successful programs include formal training, an EBP implementation project to reinforce 
training, group or individual coaching sessions, and availability of mentors during and after the 
program (Alves, 2021). Studies that have incorporated these strategies for EBP mentor 
development displayed favorable outcomes. Thus, organizations seeking a team of EBP mentors 
should use a multi-faceted approach that leverages evidence-based strategies.  
There is compelling evidence that implementing an EBP mentor fellowship improves 
clinicians, organizations, and patient outcomes. The most frequent findings identified in the 
literature were clinician outcomes, such as improved beliefs, competency, and implementation of 
EBP. Clinicians’ beliefs, competency, and implementation of EBP are keys to system-wide 
integration of EBP, which, in turn, benefits quality, safety, and costs (Melnyk et al., 2017). 
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Organizational benefits of an EBP mentor development program include reduced costs, increased 
staff engagement, organizational readiness for EBP, and decreased RN turnover. Favorable 
interventions are the solution when organizational cultures hinder EBP development. EBP 
mentors can model EBP and promote a consistently supportive culture. As a result of the EBP 
projects included in the mentor development programs, patients had a decreased risk of many 
hospital-acquired conditions (Cullen et al., 2020; Magers, 2014; Melnyk et al., 2017; Morgan, 
2012). Based on the review of the evidence, establishing a team of EBP Mentors benefits 
stakeholders across the board and supports progress towards the IOM goal.  
Rationale 
Framework of System Wide Integration of Evidence-Based Practice  
A conceptual framework can help synthesize complex theories to guide clinical decisions 
(Imenda, 2014). Theories that explain human and systems behaviors can reveal how to promote 
the implementation of EBP at the systems level. The ARCC© model (see Appendix D), 
developed by Melnyk and refined in collaboration Fineout-Overholt, is a conceptual framework 
that integrates Control theory (CT) and Cognitive behavior theory (CBT) to explain the 
facilitators and barriers to widespread implementation of EBP (Melnyk & Fineout-Overholt, 
2019). Control theory (CT) originated in 1948. It explains how negative feedback loops drive 
behavior (Carver & Scheier, 1982). Melnyk and Fineout-Overholt (2019) used CT to explain the 
perceived disconnect between the current state of EBP and an organization’s goal to motivate 
achievement. Organizations face intrinsic and extrinsic barriers that must be addressed to combat 
the negative feedback loop. EBP mentors can identify and address barriers and diminish 
resistance. The second theory integrated into the ARCC© model is CBT, which Beck developed 
in 1979 (Beck et al., as cited by Melnyk et al., 2019). Cognitive behavioral theory (CBT) posits 
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that thoughts and feelings primarily influence behaviors. The ARCC© Model supposes that 
interventions that increase the implementation of EBP include supporting attitude and self-
efficacy related to EBP activities (Melnyk & Fineout-Overholt, 2019).  
The ARCC© model outlines a process for system-wide implementation of EBP. The first 
step in the process is an organizational assessment of culture and readiness. The validated 
assessment tool guides the organization by evaluating leadership, cultural, and structural support 
for EBP. As part of the assessment, leaders are directed to consider the barriers and facilitators 
outlined in the ARCC© model. Potential barriers consist of a lack of EBP mentors, inadequate 
EBP competence, and lack of belief in value of EBP. Potential facilitators to EBP consist of EBP 
mentors, leadership support for EBP, and a culture than values EBP. Once barriers and 
facilitators have been identified, the leadership team establishes a plan to address and leverage 
them. With the assessment completed and plan established, EBP mentors can be developed.  
A critical mass of EBP mentors is central to the ARCC© model. EBP mentors promote 
the paradigm shift from practice based on tradition to evidence-based practice. They foster this 
shift through role modeling, leading EBP initiatives, and implementing ARCC© interventions. 
ARCC© interventions are strategic interventions designed to promote EBP knowledge and value 
across the organization. ARCC© interventions include EBP grand rounds, journal clubs, and 
interactive EBP workshops. The collective efforts of the EBP mentors lead to improvements in 
clinicians’ EBP beliefs, knowledge, and skill. EBP beliefs, knowledge, and skill are all drivers of 
EBP implementation across the organization.  
EBP beliefs and implementation have been linked to improved outcomes for nurses, 
patients, and the organization. Nurses experience greater satisfaction, engagement, and decreased 
intent to leave their job and the profession. Organizations who invest in EBP mentors experience 
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decreased RN turnover. The use of EBP mentors to promote the implementation of EBP is also 
linked with improved patient outcomes. The improved patient outcomes as well as the decreased 
RN turnover yield decreased hospital costs and financial savings for the organization. (Melnyk et 
al., 2017; Melnyk & Fineout-Overholt, 2019).  
The ARCC© Model informed the planning and implementation of this project by 
identifying barriers and facilitators (Melnyk & Fineout-Overholt, 2019). During the planning 
phase, barriers and facilitators were identified. The lack of EBP mentors was a critical barrier. 
Prior to the project, the organization had two EBP mentors which was not adequate for the size 
of the medical center. Based on the number of beds, departments, and staff, leadership estimated 
that ten mentors would provide a solid foundation to start the EBP paradigm shift. A strength 
identified was the presence of advanced practice nurses and nurses with advanced degrees 
interested in becoming EBP mentors. The model also identifies effective interventions for 
implementing EBP across the organization; these strategies were integrated into the experiential 
learning portion of the mentor fellowship. 
The organization's leadership is committed to conscientiously integrating evidence into 
clinical decision-making to promote the mission of excellence in quality and safety. The ARCC© 
model was selected because it specifically addresses the integration of EBP across the 
organization. The EBP mentor is the cornerstone of the ARCC© model. The mentor leads the 
implementation of EBP interventions and addresses barriers and facilitators to EBP to move the 
organization from the current state of tradition-based practice (Melnyk & Fineout-Overholt, 
2019). A team of mentors is necessary for the journey to evidence-based practice. A 
comprehensive EBP mentor fellowship will support leadership’s consistent use of EBP 
throughout the organization.  
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Emotional Intelligence as a Framework for Leadership Approach  
Leading this change in the middle of a pandemic brought to light the need for intentional 
leadership practices rooted in emotional intelligence (EQ). EQ is a conceptual framework that 
involves self-awareness, self-management, social awareness, and relationship management 
(Ackley, 2016). This framework informed leadership, management, and decision-making 
throughout the evolution of the project. The project manager used the EQ model to address the 
cognitive and emotional challenges experienced by the fellows. Based on the ongoing 
assessment, the project manager implemented structural changes to the fellowship, which 
promoted the participants' resilience and role development.   
By staying attuned to the fellows' attitudes, thoughts, and needs, the project manager was 
able to adapt the program and ensure that the fellows were able to persevere. During the group 
coaching sessions, the fellows appeared overwhelmed and distracted. In response, the project 
manager added a centering activity to the beginning of each session.  These activities included 
brief chair yoga videos, resilience meditations, and laughing exercises. The fellows reported 
feeling rejuvenated following the activities, and the project manager observed increased 
engagement in the coaching sessions. A second adjustment to the coaching sessions was to 
simplify the agenda and allow time for the fellows to work on their deliverables during the 
sessions. By adding the working time to the sessions, the fellows were allotted dedicated and 
protected time to complete their EBP projects.  By integrating the EQ model into the leadership 
approach, the project manager was able to provide holistic support to the fellows, and ensure the 
success of the program despite the many challenges the organization faced.  
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Section III: Methods 
Context 
The project setting was a 242-bed level-two trauma center within a large multi-site 
healthcare system in Northern California. The project transpired during the COVID-19 
pandemic, with the community surrounding the project site consistently experiencing higher 
transmission rates than the surrounding region. As such, the medical center experienced 
significant increases in operational demand; project participants had to assume additional duties 
to ensure business continuity. The project plans had to evolve to address the operational 
challenges.  
The EBP Mentor Fellowship program was supported by leadership as it closely aligned 
with the organization's mission, vision, and nursing strategic plan. Included in the mission is a 
commitment to quality, safety, and affordability. Consistent use of EBP aligns with the 
organizational nursing professional practice model and promotes excellence in all these areas. 
Additionally, the nursing vision for the organization emphasizes research and innovation to 
transform care. By establishing a team of EBP mentors, the organization equips and empowers 
clinical nurses to lead research and create a paradigm shift from traditional care to evidence-
based care, clinical expertise, and patient preference. 
The hospital administrator and nursing leadership established the Magnet© journey as a 
significant component of the strategic plan for the next few years, and initiatives that support this 
journey have full leadership endorsement. The Magnet© coordinator for the facility led an 
organizational assessment of readiness for the Magnet© application to identify gaps. This 
assessment used an assessment tool developed by the national nursing leadership team for the 
organization. The tool lists the required elements for Magnet© designation and asks leadership to 
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identify if the hospital can prove it achieved them for the current and prior years. Among these 
elements was evidence that clinical nurses had used EBP to revise practice and implement a new 
practice in the organization. While the organization provided one example for each element, the 
team recognized that EBP was practiced sporadically. This assessment revealed the need to 
strategize toward the consistent, system-wide integration of EBP into practice. Leadership 
endorsed an EBP mentor fellowship to develop a team of EBP mentors who could address this 
gap.  
 There was strong support for the project from leadership. The Director of Clinical 
Education, Practice and Informatics was the project manager. Before the fellowship, the DCEPI 
and the Clinical Nurse Specialist (CNS) were the only two EBP mentors. Both recognized the 
need to develop more mentors. The CNS supported the DCEPI through the planning phases and 
was a coach for one of the two teams of fellows. The DCEPI obtained approval for the project 
from the Hospital Administrator and the CNE. The Hospital Administrator has cultivated a 
culture of continuous improvement and innovation within the organization. She recognized the 
EBP Mentor Fellowship as an opportunity to equip nursing staff with tools to engage in this 
spirit of innovation using EBP. The CNE recognized the value of EBP to improve patient 
outcomes and was eager to support the project. The CNE participated in the Magnet Gap analysis 
with the DCEPI and was aware of the need to develop a structure to promote EBP. The Clinical 
Adult Service Director (CASD) was also supportive of the project based on her understanding of 
the potential for EBP to improve patient outcomes. Support from multidisciplinary partners 
helped to promote the success of the project.  
 Patient care services, the quality department, and the portfolio management department 
worked with an ongoing spirit of collaboration. Leaders from each team frequently worked 
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together to address gaps in clinical care and streamline operations. Within this triad, the quality 
department provided expertise in leveraging data to drive improvements. The portfolio 
management team provided expertise in performance improvement methodology and project 
management. Based on this longstanding collaboration, it was important to include members of 
each team in the project. The quality and performance improvement departments leaders were 
asked to select a member of their teams to participate in the EBP Mentor Fellowship. By 
including these teams in the fellowship, the project manager ensured that each department had 
someone inside who would role model EBP and help ignite a culture of inquiry within their 
teams. 
 The project site is part of a large integrated healthcare system. Members of the regional 
leadership team were very supportive of the project. The Regional Director of Nursing 
Professional Practice was particularly excited for the evolution of the project as she had long 
recognized the need for a structure that supports the development of EBP competency for 
registered nurses. She served as a mentor and thought partner for the project manager during the 
project's planning phases. The Regional Program Director for the Research & Innovation 
Academy recognized the opportunity to create a regional model for the EBP Mentor program. He 
provided guidance for the site’s ethical review process and collaborated with the project manager 
to disseminate project findings within the organization.  
Interventions 
The Director of Clinical Education, Practice, and Informatics obtained approval for the 
EBP mentor fellowship based on alignment with the organization’s mission and strategic plan. 
The development of a team of EBP mentors was necessary for the journey to EBP enculturation. 
EBP mentors led the implementation of interventions, and addressed the barriers of  EBP to 
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move the organization from tradition-based practice to EBP (Melnyk & Fineout-Overholt, 2019). 
A comprehensive EBP mentor fellowship supports consistent use of EBP.  
The fellowship was an immersive, applied-learning experience designed to develop 
knowledge and skills related to information literacy, common EBP models, change management 
principles, and leadership. The fellowship was based on the ARCC© model and a review of the 
literature. Successful programs have common elements, including robust didactic content, an 
EBP implementation project, group or individual coaching, and access to resources (Alves, 
2021). The didactic content was a precursor to the fellowship. Before commencement of the 
fellowship, the organization sponsored eight nurse leaders to attend an EBP Immersion hosted by 
Helene Fuld Health Trust National Institute for Evidence-Based Practice in Nursing and 
Healthcare. The immersion is a 5-day workshop that addresses each aspect of the mentors’ role 
and promotes EBP beliefs, knowledge, competency, and implementation (Gallagher‐Ford et al., 
2020).  
The fellowship focused on applying theoretical knowledge gained at the immersion and 
role transition for the emerging EBP mentors. Fellows participated in bi-weekly coaching 
sessions, collaborated to complete an EBP project, and accessed an online repository of EBP 
resources. Online, bi-weekly coaching sessions guided each step of the EBP process, and a 
standardized pathway ensured consistency (see Appendix E). The pathway was created based on 
The Steps of EBP (Melnyk & Fineout Overholt, 2019, see Figure 3). This model was selected to 
maintain consistency with concepts learned during the immersion.  
 The Steps of EBP is a process model intended to guide clinicians in the steps needed to 
conduct an EBP initiative. The process starts with Step 0, which is nurturing a culture of clinical 
inquiry. This inquiry is step 0 because it is a precursor to the EBP process. Without clinical 
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curiosity, nurses are not likely to engage in the EBP process. Step 1 involves using the PICOT 
format to develop searchable questions. PICOT guides the clinician in identifying the population 
(P) intervention of interest (I) a comparison intervention (C) outcome (O) and timeframe (T). 
The PICOT elements inform a search strategy using key words. Step 2 involves entering the 
search strategy into databases to identify the best available evidence. Step 3 is the rapid critical 
appraisal to determine which studies are valid, reliable, and relevant. Step 4 involves integrating 
the body of evidence, clinical expertise, and patient preference to make a practice 
recommendation. Step 5 is evaluating the outcomes of the practice change(s) using outcomes 
data. Step 6 is to disseminate the results of the EBP practice change. Dissemination is critical to 
share the learnings with the organization and to broader audience so that the positive outcomes 
can be experienced more broadly. Following these steps increases the team’s likelihood of 
making a positive change in patient outcomes (Melnyk & Fineout-Overholt, 2019)  
During the coaching sessions, two teams of fellows each completed an EBP project. 
Team one focused on preventing patient falls, and team two focused on strategies for fostering a 
culture of EBP. Both teams formulated a PICOT question to guide their search. Then they 
retrieved and appraised articles; integrated it with clinical expertise and patient preference; and 
formulated a practice recommendation. Neither team could implement their recommendations, so 
alternative methods to meet the objectives were developed.  
Each team faced unique challenges to project implementation. Team one inadvertently 
miscommunicated with its key stakeholders, and their operational sponsor did not promptly 
receive information on the topic. Unaware that the EBP fellows were planning an EBP project to 
reduce patient falls, she commissioned a separate workgroup to address fall prevention. The EBP 
mentor team did not meet with her until they had developed their practice recommendations. 
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When they presented their recommendations, both the sponsor and the fellows learned siloed 
work was occurring. The fellows were too far along in the process to start a new topic, and the 
preexisting workgroup had already begun implementing practice changes. The fellows presented 
their evidence-based recommendations to the workgroup. The workgroup was able to use the 
work of the fellows to enhance their implementation plans.  
The project for team two was delayed due to a large surge of COVID-19 patients. Faced 
with increased operational demands, leadership decided to pause any projects or practice changes 
that did not directly address the heightened demand for hospital resources. Team two will 
implement their project in conjunction with the spread plan for this project.  
To meet the learning objectives of the fellowship while accommodating the 
organization's operational needs, the method of competency validation was shifted from 
demonstration to group discussion. The project manager held a special session to discuss the 
principle of project implementation, evaluation, and sustainability. At this session, the team also 
reviewed an EBP implementation toolkit and how it could benefit future projects. 
Fellows were also asked to implement one additional EBP intervention within their 
departments. One of the fellows taught an overview of the EBP process at their department 
meeting. Other fellows facilitated journal club sessions with frontline staff. Several of the 
fellows collectively built an EBP workshop for the NPG councils. These interventions 
simultaneously socialized EBP across the organization and built skill and confidence for the 
fellows.  
Throughout the fellowship, a repository for EBP resources was developed using 
Microsoft Teams. Before launch, the project manager and the CNS supporting the project 
uploaded EBP resources to this site. Resources included peer-reviewed articles outlining the 
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Seven Steps of EBP, templates reviewed and used at the EBP Immersion and links to 
organizational resources. Each of the fellows had access to the Teams site. Fellows were also 
encouraged to upload any resources they identified as beneficial.  
Before the fellowship, fellows participated in the EBP Immersion by the Fuld Institute. 
Afterward, the fellows spent seven months working in teams to complete EBP projects under the 
guidance of their coaches and implementing ARCC© EBP strategies to promote EBP within the 
organization. The fellows used an online repository of resources and experiential learning to 
reinforce the concepts and get equipped for the role of EBP mentor.  
Gap Analysis 
A gap analysis was conducted using the EBP scorecard from the Fuld Institute (2020). 
This scorecard is an assessment tool adapted from the OCRSIEP scale to rapidly evaluate 
infrastructure, processes, and culture for EBP preparedness. The CNE and the DCEPI 
independently scored the organization and then identified gaps. Opportunities identified in this 
assessment were logged into a gap analysis table to compare the ideal state and the current state 
(see Appendix F). The gaps most relevant to this project were those related to the availability and 
function of EBP mentors and EBP training for nurses. The first gap identified was the absence of 
a well-defined EBP mentor role. While EBP is part of the scope and standards for CNSs and 
nursing professional development (NPD) practitioners, it was not listed in its job description for 
CNS or clinical educators. The EBP mentor role must be clearly defined and integrated into the 
job description and competencies to fill this gap.  
The next gap was the need for a team of EBP mentors to integrate evidence into practice. 
Two nurse leaders had been training specifically for EBP mentorship, but the ideal state would 
include at least one EBP mentor per shift for each department. If each of the participants 
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completed the EBP mentor fellowship, there would be 10 EBP mentors. Each service line needs 
a minimum of one mentor, and all members of the clinical education department will be prepared 
for this role.  
Another gap was in the culture of clinical inquiry. While many nurse leaders encouraged 
EBP, it was not the norm. Based on observations of the DCEPI and the CNE, staff turned to 
peers and tradition rather than to evidence to answer clinical questions.  
The fourth gap relevant to this project involved EBP education. The aim was to give 
clinical nurses and nurse leaders a foundational level of training to support EBP in the 
organization. Once established, the team of EBP mentors was to spread EBP training across the 
organization, and the NPD team would integrate EBP into initial and ongoing competencies. 
This project was designed to address the gaps related to the EBP mentor role and availability. 
During the EBP mentor fellowship, participants learned strategies to foster a culture of clinical 
inquiry and promote EBP in the organization through training, role modeling, and leading EBP 
activities. The EBP mentors were to promote and facilitate the goal of system-wide integration of 
evidence into practice.  
Gantt Chart 
The Gantt chart displays the timeline for each step and includes adjustments made to the 
project timeline due to the COVID-19 pandemic. The planning phase began in January 2020 and 
included drafting the charter and reviewing the literature. The fellows attended an EBP 
Immersion in November 2020, and formal project implementation occurred between January and 
August of 2021. The evaluation occurred in September of 2021, and dissemination will occur in 




Work Breakdown Structure  
The Work Breakdown Structure identifies the relevant components of an EBP Mentor 
Fellowship. The domains of work included attaining approvals, resources, a fellowship roadmap, 
candidate selection, logistics, and an evaluation strategy. Approvals included all ethical 
approvals required by the university, practice site, and stakeholder approval to ensure leadership 
buy-in.  
Resources were collated to support the program's success, including existing resources in 
the literature and within the organization and tools that needed to be developed. The fellowship 
roadmap identified objectives, learning activities, and methods to evaluate role development and 
the project timeline. Candidate selection, completed at an earlier phase of the project, was a 
reference for future cohorts. Logistics involved ensuring meetings were scheduled, new 
guidelines for education in the current phase of the pandemic were considered, and that all 
participants had adequate space and equipment. The evaluation strategy outlined the outcomes 
and processes identified to evaluate program impact (see Appendix H).  
Responsibility/Communication Matrix 
The EBP Mentor Fellowship was part of a larger plan to integrate EBP into practice 
across the organization. The project team included a clinical librarian, a clinical nurse specialist; 
a nursing faculty partner from one of the local universities, a nurse project manager, and  
members of the nursing research and EBP committee. The CNE was the project sponsor and a 
strong advocate for the work. Leadership support was critical to our success at all levels. 
Department managers and fellows required specific communication to ensure that roles, 
expectations, and deliverables were clearly understood. An expectations document was drafted 
  36
by the project manager and signed by the fellows and their supervising manager to facilitate this 
communication.  
The facility has a Portfolio Management Office (PMO) for oversight of performance 
improvement initiatives and the facility’s strategic plan. There was some overlap between the 
EBP journey and the PMO team, so a clear understanding of the project, roles, and the difference 
between process improvement and practice improvement was critical. A nurse project manager 
was selected from the PMO team to participate in the fellowship. The Quality Director ensured 
that recommendations from quality nurse consultants aligned with the EBP plan and supported 
EBP teams in the process of data collection and analysis (see Appendix I).  
SWOT Analysis 
A SWOT analysis determined feasibility and alignment with the organization’s strategy 
(see Appendix J). Strengths were organizational alignment, strong stakeholder support, and 
ample resources to support the project. A lack of EBP knowledge, a decision-making culture 
based on tradition rather than evidence, and competing priorities were weaknesses. Opportunities 
included strong academic partnerships with faculty willing to support EBP education, an 
emerging partnership with an EBP consulting agency, and support from regional stakeholders. 
The COVID-19 pandemic represented the most significant threat to success as surges in patient 
census further inhibited safe staffing levels. The pandemic also increased anxiety among the 
healthcare team, making leading change more challenging. The project timeline and the project 





Budget and Financial Analysis  
EBP Mentor programs across the nation have realized improvements in quality and 
patient safety, significant cost avoidance, improved clinician engagement, satisfaction, and 
retention (Alves., 2021). The budget for this project was carefully minimized to accommodate 
existing operating budgets. A 5-year proforma was developed to project future costs and return 
on investment (ROI). These projections accounted for additional interventions for the spread 
plan, including developing an EBP champion program for frontline staff. The program has been 
developed locally by the EBP mentors. The projected savings related to improved quality, safety, 
and RN retention will yield a positive ROI within two years.  
In light of the financial constraints caused by COVID-19, the costs of this project were 
carefully minimized. Initial participants were nurse leaders, and their time was paid within their 
regular salaries. While salaries were not billed to the project, these expenses were accounted for 
to ensure realistic projections for future cohorts. Prorated salary expenses were approximately 
$69,490 based on internal averages by job title. Funding for the EBP Immersion and related 
materials came from the Clinical Education, Practice, and Informatics budget. Expenses included 
Registration for the Immersion: $8,000 and printing and supplies to support the fellowship: 
$9,750.00 (see Appendix K).  
The EBP mentor fellowship was projected to generate cost avoidance through fewer 
HAIs and less RN turnover. Anticipated cost avoidance was calculated by comparing the baseline 
cost of HAIs and RN turnover to the cost of projected HAIs and RN turnover each year for five 
years (see Appendix L). Estimated costs for HAIs were obtained from the Agency for Healthcare 
Research and Quality. Estimated costs for RN turnover were obtained from the 2021 NSI 
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National Health Care Retention & RN Staffing Report (NSI, 2021). Projections for HAIs and RN 
retention improvements were estimated from evidence in the literature reviewed for this project.  
Baseline data were gathered using the previous performance year count of select HAIs 
that the organization routinely tracks (CAUTI, CLABSI, Surgical Site Infections, HAPI, falls, 
and Clostridioides difficile infections). These are events collectively referred to as the Safety 
Priority Index (SPI) events. The Agency for Healthcare Research and Quality (AHRQ) (2017) 
estimated cost for each type of event was multiplied by the count for each event. The baseline 
cost of HAIs was estimated to be $2,816,586.00. Baseline cost for RN turnover was calculated 
by multiplying the number of RNs replaced in the prior calendar year (163 RNs) by the national 
average cost to replace one RN ($28,400) (NSI, 2021). The baseline cost of RN turnover was 
$4,629,200.   
Improvements for HAIs were projected based on review of the literature. The use of EBP 
mentors has yielded 5% to 30% reductions in HAI in various healthcare settings (Cullen et al., 
2020; Magers, 2014; Melnyk et al., 2017). These results were used to predict the incidence and 
cost of SPI. Based on the fellowship cohort size, estimated improvements were minor for the 
first two years, focusing on patient falls and CLABSI reduction. Each unit and facility council 
will have at least one EBP mentor at the end of year two. From that point on, all SPI events are 
projected to decrease 10% year over year based on results seen in similar programs (Melnyk et 
al., 2017). Cost avoidance related to HAIs was projected to be $16,065 in the first year and 
$246,984 in year two, increasing to $943,346 in year five. 
The use of EBP mentors is also associated with reductions in RN turnover ranging from 
11 to 50% (Levin et al., 2011). The more conservative figure of 11% was used to project 
reductions in RN turnover and associated cost avoidance. In the year prior to the project, 163 
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RNs had to be replaced. Because the initial cohort consists of only 8 RNs, it is not probable that 
RN turnover will impact in year one. As the project is scaled up, the estimated 11% reduction 
was applied years two through five. These number of RNs to be replaced each year was 
multiplied by the cost to replace an RN. It is estimated that in year two there will be a savings of 
$509,212. By the end of year five the cumulative cost avoidance related to RN turnover is 
projected to be $1,724,736.  
A five year Pro Forma was developed to project the Return on investment (ROI) (see 
Appendix M). In the first year, the project costs exceed the cost avoidance. The total cost of the 
project, minus costs avoided in year one, totaled $168,307. The project will yield a positive ROI 
in year two, with a net savings of $612,282.94, and by year five, the project will yield 
$1,150,288.66, with a cumulative 5-year net cost avoidance of $2,139,569. By developing a 
critical mass of EBP mentors, the organization will improve quality and safety, decrease RN 
turnover, and yield significant savings.  
Study of the Interventions 
An analysis of the gap between the organization’s current and desired state of 
conscientious integration of EBP into clinical decision making identified that less than half of 
quality improvement projects include a review of evidence. A review of literature found that a 
lack of EBP mentors is a common barrier to system-wide EBP implementation. Guided by the 
ARCC© Model, which holds that establishing a critical mass of EBP mentors is foundational to 
system-wide implementation of EBP, the project manager developed and implemented an EBP 
mentor fellowship. The impact of the fellowship was evaluated using the variables identified in 
the ARCC© model. These variables are EBP competency, EBP beliefs, EBP implementation, 
organizational culture and readiness for system-wide integration of EBP.  
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The goal of the EBP Mentor Fellowship was to prepare nurse leaders to become EBP 
mentors. Interventions for the program were identified based on the literature. Successful EBP 
mentor development programs had the following elements in common: (a) didactic training for 
EBP, (b) coaching, (c) EBP application, and (d) resources to supplement didactic content. 
Process measures to evaluate the effectiveness of the EBP Mentor Fellowship included 
participation in meetings and feedback from check-ins with the fellows.  
Feasibility and effectiveness were measured by attendance at meetings and participant 
engagement. Attendance was tracked for both team meetings and bi-weekly coaching sessions. 
Participant engagement was evaluated by the coach’s observation of each fellow’s participation 
in discussions and learning activities. The coaches regularly met to compare observations. 
Participant feedback was solicited during coaching sessions and to evaluate satisfaction and 
improve the coaching sessions. By evaluating process measures throughout, the coaches could 
identify barriers and fulfill professional development needs.  
Outcome Measures 
The variables measured were EBP competence, EBP beliefs (EBPB), EBP 
implementation (EBPI), and organizational readiness for EBP. These variables were selected as 
the outcome measures based on the ARCC© model and review of the evidence. The valid and 
reliable tools established as part of the ARCC© model (see Appendix N) were used with 
permission. Competency was measured using the EBP Competencies scales developed and 
validated by Melnyk and Fineout-Overholt (2014). EBP beliefs, implementation, and 
organizational readiness were measured using the EBP Shortened Scales, a consolidated version 
of the EBPB, EBPI, and OCRSIEP scales by Melnyk and Fineout-Overholt (L. Gallagher-Ford, 
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personal communication, September 11, 2020). The impact of the interventions was measured by 
comparing pre-and post-intervention scores for each of the variables. 
Data Collection Tools 
Data collection tools were selected based on the identified outcome variables, which had 
multiple operational definitions. For this project, definitions of outcomes variables aligned with 
the Seven Steps of EBP model used throughout the fellowship. EBP Competence was measured 
using the EBP Competencies scale. EBPB, EBPI, and organizational readiness were measured 
using the EBP Shortened Scales, which were used with permission from The Fuld Institute for 
EBP and administered via Microsoft Forms.  
EBP Competencies. The first data collection tool measured EBP Competencies. 
Competency is defined as applying knowledge, skills, and behaviors required to fulfill a role 
with the organization (Wright, 2005). EBP mentors must demonstrate the knowledge of the EBP 
model, skills to execute the steps, and behaviors that promote EBP. The Evidence-Based Practice 
Competencies scale establishes a well-defined set of EBP competencies. Nationally recognized 
leaders in EBP built the competencies via consensus using the Seven Steps of Evidence-Based 
Practice model as a framework. The authors then completed two rounds of a Delphi survey with 
EBP mentors throughout the United States (Melnyk et al., 2014). The resulting tool was a 4-point 
Likert scale with 24 items to measure self-reported competence with EBP. Each item was ranked 
from 1 (not at all competent) to 4 (highly competent). Possible scores ranged from 24 to 96, with 
higher scores indicating high levels of competence. The tool was measured for internal validity 
(Cronbach’s  = 0.98) (Melnyk et al., 2018).  
EBP Shortened Scales. The second data collection tool was the EBP Shortened Scales. It 
measures EBP beliefs, implementation, and perceived organizational readiness for EBP. EBP 
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beliefs are defined as the extent to which the participant values EBP and believes in their ability 
to implement EBP (Melnyk et al., 2018). These scales have been tested for validity with 
Cronbach’s  of 0.85 or greater across multiple settings and samples (Melnyk et al., 2018). 
EBPB is defined as the extent to which respondents believe in the value of EBP to improve 
practice and their ability to implement EBP. This component of the Shortened Scales is a 16-item 
Likert scale, with responses ranging from 1 (strongly disagree) to 5 (strongly agree). Total scores 
ranged from 16-80, with higher scores representing stronger beliefs about the value of EBP 
(Melnyk et al., 2018).  
EBP implementation defines the participation level in EBP activities. The EBPI 
component of the scale was an 18-item Likert scale that measured how often respondents had 
participated in EBP tasks in the previous eight weeks. Responses ranged from 0 (zero times) to 4 
(greater than eight times). Possible scores ranged from 0-72, and higher scores indicated more 
frequent implementation of EBP (Melnyk et al., 2018).  
Organizational readiness for EBP is the extent to which cultural and structural elements 
within the organization promote or inhibit the integration of EBP. This component of the scale 
(OCRSIEP) was a 19-item Likert scale that measured perceptions of the organizations’ readiness. 
Responses ranged from 1 (not at all) to 5 (very much), with possible scores of 19-95. Higher 
scores indicated greater organizational support and preparedness for EBP (Melnyk et al., 2018). 
These data collection tools measured pre- and post-intervention values for each outcome 
measure.  
Microsoft Forms surveys were created for both of the tools. A clinical and informatics 
educator built the surveys in Forms using a PDF copy of each tool. The project manager 
reviewed each tool line by line for accuracy. Pre- and post-implementation data were examined 
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by the project manager for completeness and accuracy. First, the data were examined to ensure 
that each unique identifier only had one response. The project manager discovered that two 
participants had submitted pre-intervention responses twice. To avoid a duplication error, the first 
responses for both participants were included in the sample, but the second responses were 
discarded. Next, the project manager examined each item of the scales for completeness. Three 
items on the EBP Shortened Scales post-survey had no responses for more than half of the 
participants. After data collection, participants disclosed that they had left blank three items that 
did not have questions. These blank items had not been a problem when the pre-intervention 
survey was distributed, and the project manager could not determine the cause of the error. There 
was concern that asking the respondents to complete the survey a third time might inject bias into 
the responses. To account for the error and ensure consistent measurement on the pre- and post-
surveys, the incomplete items were omitted from pre- and post-results before the data were 
analyzed.  
Outcome measures were selected based on alignment with the EBP model and the 
project's anticipated impact on the fellows and the organization. Each variable was measured 
using validated tools prevalent in the literature. Anonymous surveys were administered using 
Microsoft Forms. Results were reviewed for completeness and accuracy before data analysis.  
Analysis 
Clinician outcomes over time were analyzed using descriptive statistics and two-sample 
t-tests. Mean scores for the pre- and post-survey results were calculated for each component of 
the EBP Shortened Scales and the EBP Competencies. The mean scores were compared via two-
sample t-tests using Microsoft Excel to determine whether the difference between group means 
was statistically significant. The original plan was to analyze the results using paired t-tests; 
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however, paired t-tests compared the results from equivalent samples. There was one fewer 
respondent for pre-surveys compared to the post-surveys, and, as such, the two samples were not 
equivalent. Before reporting, results were validated with participants.  
Ethical Considerations 
Ethical Review  
This project aligned with ethical standards for the university and implementation site. 
There were no conflicts of interest to disclose. The university determined the project was non-
research, as evidenced by the DNP Statement of Determination form (See Appendix O). Formal 
ethics review was submitted to the facility’s Internal Review Board (IRB) for the project setting. 
Both bodies determined that this project did not meet the criteria for human subject research (see 
Appendix P). This determination was made based on the project aim, design, and intent. The aim 
of the project is to implement evidence-based change. The project design does not adhere to a 
research design, nor does it involve implementing untested standards. The project intends to 
improve the standard of care delivery using evidence-based practice, not to generate new 
knowledge or test a hypothesis. Based on these criteria, both the university and the project site 
determined that this project is an evidence-practice activity and does not meet the regulatory 
definition of research. Permission to conduct the EBP project was obtained from the Chief Nurse 
Executive (see Appendix Q). 
Privacy and Security 
While the project was determined not be human subject research, there was still a need to 
protect the psychological well-being of the project participants. It is reasonable to anticipate that 
participants might be embarrassed by their actual or perceived lack of EBP knowledge. 
Disclosure of participants’ individual responses could cause minor to moderate emotional 
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distress; therefore, precautions were taken to promote the psychological safety and well-being of 
the participants. To prevent direct identification of individual responses, pre- and post- surveys 
were administered anonymously. Data for a participant’s role, department, and age were not 
collected to prevent indirect identification of the responses. Data will only be disseminated in 
aggregate form to prevent direct or indirect discovery of respondents’ identities. No individual, 
anonymized responses will be reported or shared. 
Jesuit Values  
Promotion of EBP as the compass for decision-making aligned with the University’s core 
beliefs, and the hospital’s vision and service standards. The University of San Francisco Board of 
Trustees (2011) approved a Vision, Mission, and Values statement that makes explicit the 
commitment to Jesuit values. These values act as a moral compass for practice and strategy. The 
EBP mentor fellowship promotes these core values by equipping nurses to follow scientific 
evidence, reason rather than coercion for decision making, and excellence as a standard for 
scholarship and service.  
Freedom and responsibility to pursue truth and follow the evidence to its 
conclusion. For nurses to pursue truth and follow the evidence, they must have favorable beliefs 
about the value of EBP to improve care and must be competent in the EBP process. Presence of 
EBP mentors is associated with increased EBP knowledge, beliefs, and implementation (Levin et 
al., 2011; Lott et al., 2020; Melnyk et al., 2017). The purpose of this project was to develop a 
team of EBP mentors who, as subject matter experts in EBP, could help establish a culture of 
scientific inquiry.  
Reasoned discourse rather than coercion as the norm for decision-making. EBP is a 
problem-solving approach that integrates the best evidence, clinical expertise, and patient 
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preferences and values (Melnyk et al., 2014). When EBP is the standard for decision-making, 
there is no room for coercion by any person or group. The care team is committed to care 
delivery based on evidence and what is best for the patient. In this paradigm, reason becomes the 
norm, and interprofessional teams can collaborate on practice decisions that benefit the patient 
and the organization.  
Excellence as the standard for teaching, scholarship, creative expression, and 
service. A wealth of evidence supports EBP as a means to maximize outcomes for patients, 
clinicians, and organizations (Alves, 2021). Health care organizations would be wise to integrate 
EBP as the standard for decision making. This project was the first of many steps in that 
direction. It was the beginning of a paradigm shift toward empowering nurses to question their 
practices, seek truth, and integrate scientific evidence into practice.  
ANA Code of Ethics 
The ANA established ethical standards for nursing in the 2015 ANA Code of Ethics; 
three provisions were relevant to this project. Provision Five states that nurses have the same 
responsibility for themselves as the patients they are charged to care for, including maintaining 
competence and professional growth. EBP mentor programs are associated with improvements in 
RN professional development (Royer et al., 2018). The fellows have demonstrated a 
commitment to competence and growth by investing time and efforts to develop their EBP and 
leadership skills. Provision Seven states that the nurse has an obligation to participate in 
research, scholarly inquiry, and standards and policy development. The provision also states that 
nurse administrators must establish structures and processes to promote scholarly inquiry (2015). 
The project supported the obligation of nurses and nursing administration to promote scholarly 
inquiry. The project equipped the EBP mentors to engage in and lead the application of evidence 
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practice. The EBP mentor fellowship is a new process for clinical nurses and nurse leaders to 
develop skills and engage in EBP. Provision Eight states that the nurse must collaborate with 
other professionals to promote health, protect patients, and reduce disparities in health care 
(ANA, 2015). The EBP mentors can leverage their expertise in EBP to promote health outcomes 
and health equity. EBP mentors are especially prepared to lead teams to discover scientific 
evidence to promote health and health equity: they are trained to evaluate a body of evidence, 
implement evidence-based practice changes, and evaluate the outcomes of the changes. The EBP 
Mentor Fellowship equips nurses to carry out their ethical obligations for professional 
development, clinical inquiry, and interprofessional collaboration.  
Section IV: Results 
The EBP Mentor Fellowship comprised bi-weekly group coaching sessions, an applied 
EBP project to build competence and confidence in the role, and an electronic repository of EBP 
resources. The original plan included eight in-person coaching sessions to enhance learning and 
support the completion of the EBP project. The length, total number, and format of the coaching 
sessions were modified based on feedback from participants and constraints related to the 
COVID-19 pandemic. Despite the many challenges, the team successfully met the objectives of 
the fellowship and advanced culture of EBP.  
Planning for the project began in June of 2020 when little was known about the breadth 
and longevity of the COVID-19 pandemic. In California, infection rates had dropped and public 
health restrictions, including stay-at-home orders, were being lifted. The anticipated impact of 
the pandemic was considered during the planning phase; however, the eventual impact was more 
severe than initially anticipated. As such, the project plan and timeline were modified. 
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During project implementation, the organization experienced its most significant surge in 
the hospital census and demand for hospital services. To rise to the new operational challenges, 
nearly every hospital operations and business aspect was altered, including participation in 
mentor fellowship activities. Infection control measures changed throughout the project, and 
many of the controls put into place limited in-person contact. To accommodate social distancing 
during breaks and meal periods, conference rooms were converted into breakrooms. However, 
this led to meeting reservations being canceled due to lack of available space. At various times, 
planned project gatherings were size-restricted or prohibited.  
Project participants assumed added duties, such as on-boarding travel staff, cross-training 
recovery nurses to support critically ill patients, and training staff every time a protocol changed. 
These added duties hindered participation in the fellowship, as did the increased stress and 
caregiver burnout. Participants simply lacked the cognitive and emotional energy to complete the 
fellowship according to the original timeline. The coaches' leadership styles had to flex to meet 
the needs of the fellows. The timeline and scope of the project were altered to sustain the desired 
progress toward an EBP culture. Despite the many challenges created by the COVID-19 
pandemic, the project leaders and participants promoted a culture of EBP and were committed to 
the project’s success.  
Process Measures and Outcomes  
Process measures were evaluated throughout the fellowship period to ensure that the 
project was on track. The selected process measures were attendance at coaching sessions, active 
participation, and the number of participants who completed each milestone for the fellowship. 
Feedback was routinely solicited for ongoing evaluation and to identify needed adjustments. 
Attendance at coaching sessions ranged from 75-100%, which was excellent given the additional 
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demands on the fellows and coaches due to the pandemic. Coaches reported that all fellows 
participated in group discussions and contributed to team deliverables. Anecdotally, the coaches 
observed that discussion flowed more freely during in-person versus virtual sessions.  
Feedback from session debriefs helped the coaches identify opportunities to adjust the 
sessions and better meet the needs of the fellows. For example, during one session, a participant 
stated that “What we are experiencing is exactly what we are reading in the literature: time 
available for EBP is a major barrier, but we are committed, it is just really hard.” Based on this 
feedback, coaching sessions were adjusted to include less review and more time for EBP 
projects. When feedback revealed that the participants were feeling overwhelmed with the 
fellowship's cognitive burden, plus the pandemic's emotional impact, the sessions were again 
modified. At the beginning of the session, the coach facilitated a brief resilience technique, such 
as a 5-minute chair yoga session, a resilience meditation, or a gratitude reflection. Following this 
change, one participant said, “That was wonderful; taking the time to center really helped me 
leave everything else behind and be present for this session.” The adjustments to the coaching 
sessions and leadership approach promoted the success of the fellowship in the face of adversity.  
All participants completed each of the fellowship objectives and modified milestones. 
The teams completed steps 0 – 3 in the EBP model and established a plan to complete steps 4 – 
6. To meet the learning objectives related to steps 4 – 6, the team participated in group 
discussions. They also participated in EBP activities within their departments. Before the 
fellowship, each participant had moderate to extensive experience with leading projects and 
implementing practice change. These skills transferred to steps 4 and 5. The group discussion 
and EBP toolkit helped integrate existing knowledge into the EBP model. Attendance, 
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engagement, feedback, and progress with the fellowship validated the interventions as meeting 
the professional development needs of the EBP mentor fellows. 
Outcomes measures assessed the effect of the interventions on the fellows and the 
organization. The effect on the fellows was evaluated using the EBP Competencies scale and the 
EBP beliefs and EBP implementation components of the EBP Shortened Scales. The effect on 
the organization was measured using the OCRSIEP component of the EBP Shortened Scales. A 
small set of demographic data for the fellows was collected during the pre-surveys.  
Participants were nurse leaders with varying roles, years of experience, and levels of 
education. Roles included nurse manager, assistant nurse manager, clinical and informatics 
educator, quality nurse consultant, and interim director. Years of experience in nursing ranged 
from 10-31 years, with an average of 19. Years of experience in current roles ranged from fewer 
than one year to 22 years, with an average of 8.6. Three of the fellows held a bachelor’s in 
nursing, two held master's degrees, and two held doctor of nursing practice. Two fellows held 
national certifications at the beginning of the fellowship, and two completed one or more 
certifications during the fellowship. Only three of the participants reported having any formal 
EBP training before the EBP Mentor Fellowship.  
EBP Competencies 
Pre- and post-scores for each scale were evaluated using descriptive statistics and t-tests. 
EBP Competencies yielded the greatest improvement. Response rates for both the pre- and post-
surveys were 80% (n=7). Before the fellowship, the average score for each item on the EBP 
Competencies scale was fewer than three and ranged from 2 -2.86 (see Appendix R). This score 
indicates that the fellows felt less than competent with each of the EBP competencies. Post 
fellowship, each item on the scale increased except for “implements practice change,” which 
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remained unchanged. Average scores for each item ranged from 2.57-3.28, and 12 items 
averaged greater than 3 (competent). The composite scores for the EBP Competencies post-
survey (M=69.67, SD=12.88) were higher than for the pre-survey (M=57.33, SD=14.95), t(5)= -
1.26, p=0.13 (see Appendix S). While the increase was not statistically significant, it aligned 
with the participants' feedback and results reported in similar studies.  
EBP Shortened Scales  
The EBP Shortened Scales were used to evaluate the difference in EBP beliefs, rates of 
implementation, and fellows’ perceptions of the organization’s readiness to implement EBP (see 
Appendix R). The response rate for the pre-survey was 62.5% (n=5) and for the post-survey 75% 
(n=6). Fellows reported that the length of the survey was a barrier to completion. EBPB scores 
on the post-survey (M=63.83, SD=5.78) were slightly greater than for the pre-survey (M=61, 
SD=8.06) t(9)=-0.67, p=0.26. The small group of participants was chosen based on their 
commitment to promoting EBP and strong beliefs about EBP.  
There were greater gains observed on the EBPI component of the scale. While not 
statistically significant, the increase in the post-survey results (M=42, SD12.31) compared to the 
pre-survey results (M=34.6, SD 11.93), t(9)=-1.006, p=0.17 indicate that the fellows were 
participating in EBP tasks at a higher frequency than before the fellowship. This finding aligns 
with feedback from the participants. One fellow reported, “I am PICOT-ing everything now,” and 
another said, “Almost every day I am talking to one of the staff nurses about EBP, it is so 
exciting to see them get jazzed about it too.” The observed change in EBPI was consistent with 
the feedback from the fellows and results reported across the nation.  
Organizational Readiness was the outcome variable that did not have a statistically or 
clinically significant change over time. The pre-survey scores (M=56.4, SD=6.69) and the post-
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survey scores (M=56.67, SD=6.02) were nearly identical (t(9)=-0.07, p=0.47). While the 
participants themselves reported noticeable changes in their beliefs and practices related to EBP, 
they did not report an improvement in the organization’s readiness to implement EBP. This 
observation was not surprising given how the pandemic impact operational demand and available 
resources for EBP.  
The fellowship produced results consistent with findings from similar programs across 
the nation. While the interventions had to be modified due to unexpected barriers, the EBP 
Mentor Fellowship helped prepare the participants for their roles as EBP mentors. Upon 
completion of the program, fellows reported improvements in EBP competence, beliefs, and 
implementation. There was not an observed improvement in the organization’s cultural and 
structural readiness for EBP. Given the context of the global pandemic and the fact that the 
project occurred in one of the most impacted hospitals in the region, it is reassuring that there 
were no decreases in the OCRSIEP scores for organizational readiness. 
Section V: Discussion  
Organizations invested in EBP mentor programs have increased rates of EBP 
implementation and reduced patient harm from hospital-acquired injuries (HAIs) (Melnyk et al., 
2017, Spiva et al., 2017). The project's goal was to develop a team of EBP mentors to promote 
system-wide implementation of EBP and improve the organization’s quality and safety. The 
project aimed to increase the fellows’ self-reported EBP competence, beliefs, implementation, 
and perception of organizational readiness by 25%. The difference in the outcome measures after 
the fellowship was statistically insignificant due to the small sample size, but anecdotal evidence 
was promising. Further cohorts with a larger sample should produce robust and affirming results. 
Participants completed the fellowship and improved readiness based on the observed increase in 
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the EBP Competencies, and the EBP Shortened Scales justifies continued investment in the EBP 
Mentor Fellowship.  
The most significant gains reported by the fellows were in EBP Competencies and EBPI. 
Following the fellowship, the mean scores for EBP Competencies increased by 21.5% and 21.4% 
for EBPI. There was also a slight increase of 4.6% for EBPB. Organizational readiness neither 
increased nor decreased over time. In light of the operational, cognitive, and emotional demands, 
caused by the pandemic, the results are quite promising. The fellows reported that having 
experienced coaches to guide them through the process of the EBP project was vital to their 
success. They also reported that modifying the fellowship to allow more time for the project and 
promote resilience in the team was very effective.  
Among the project’s greatest strengths were its solid evidence and flexibility. During the 
project's planning phase, a comprehensive literature review identified what strategies would best 
develop the knowledge, skills, and attitudes of EBP mentors. Based on this review, the 
fellowship used group coaching and applied practice to build upon the knowledge gained at the 
EBP Immersion. The fellowship structure evolved to meet the needs of the fellows and mitigate 
the challenges related to the COVID-19 pandemic. Extra sessions and time were added to ensure 
the fellows could adequately complete their projects. The critical appraisal process was 
particularly challenging. Early in the process, the fellows lacked the confidence to appraise the 
research studies. The coaches adapted to this by providing more prescriptive guidance on initial 
appraisals and tapering their assistance over time. When teams experienced unanticipated 
barriers, alternative learning activities were designed to address the learning and competency 
needs of the tasks they did not complete. In place of demonstration, the fellows reviewed the 
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EBP implementation toolkit associated with the EBP model. They engaged in group discussion 
to identify strategies to increase the likelihood of successful implementation.  
This inaugural cohort provided some valuable lessons for future waves of the fellowship. 
The importance of both early and ongoing engagement of project sponsors was critical. The 
change in sponsors for the team working on falls led to a breakdown in communication and two 
teams working in silos to solve the same problem. Ultimately, the fellows' work supplemented 
the fall prevention workgroup, but both teams could have worked more efficiently if they had 
collaborated from the start. Going forward, the project manager for the fellowship will confirm 
project topics with both the department managers and the sponsor, and check-ins with the fellows 
and coaches will include a review of the communication plan. The other valuable lesson learned 
was to persevere. The team faced unprecedented challenges due to the pandemic and the sheer 
demand of their roles; nevertheless, incremental progress never ceased. It took longer than 
projected and looked different than the original plan, but the team achieved measurable success.  
Interpretation 
Developing a critical mass of EBP mentors is central to the organization’s goal of 
transitioning from practice based on traditions to one that conscientiously integrates evidence 
into clinical and operational decision-making. This project was the first step towards that goal. 
Interventions were strategically selected based on evidence and tailored to meet the evolving 
needs. The results achieved were consistent with those described in the literature.  
Multiple single-site and multi-site studies using similar interventions to develop EBP 
mentors reported improvement in EBP competency, beliefs, rates of implementation, and 
organizational readiness (Cullen et al., 2020; Melnyk et al., 2017; Spiva et al., 2017; Warren et 
al., 2016b). The findings from these studies are consistent with the results of this project. Survey 
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results reflect an increase in the fellows’ self-reported EBP competence, EBP implementation, 
and strengthened beliefs about the value of EBP. While the survey results for organizational 
readiness did not change, it is promising that the scores on the post-survey did not decrease from 
baseline, given the constraints and challenges the organization faced.  
Leading this change in the middle of a pandemic brought to light the need for intentional 
leadership practices rooted in emotional intelligence (EQ). EQ involves self-awareness, self-
management, social awareness, and relationship management (Ackley, 2016). This framework 
informed the leadership, management, and decision-making throughout the evolution of the 
project. The project manager could make structural changes to ensure success and promote the 
participants' resilience by staying attuned to the fellows' attitudes, thoughts, and needs.  
The continued success of the EBP Mentor Fellowship is projected to yield significant 
ROI driven by improved quality and patient safety. Five-year projections show that a positive 
ROI is anticipated in the second year, with a potential ROI of $1.1M by the fifth year. The 
success of the initial cohort supports the ongoing investment in the EBP Mentor Fellowship. The 
organization has a high level of readiness based on stakeholder engagement, infrastructure, and 
culture. The EBP mentor fellowship will facilitate a paradigm shift such that the organization 
will be perfectly prepared, not for the results we have but for the results we strive to achieve.  
Key learnings from the initial cohort will be carried forward in the plans for sustainability 
and spread. The medical center will offer at least one new cohort of the EBP Mentor Fellowship 
per year. The timeline for the fellowship will be extended to six months to allow the fellows 
ample time to apply each of the steps in the EBP process. The length of the bi-weekly coaching 
sessions will be extended from one to two hours to give the fellows dedicated time to work on 
their group projects. The medical center will host an annual EBP symposium to celebrate the 
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fellows' success, disseminate the EBP projects' findings, and inspire more nurses to engage in 
EBP. The symposium will be open to nurses from all the medical centers within the healthcare 
system. This meeting will help encourage the spread of the EBP Mentor Fellowship across the 
healthcare system. The extended timeline and adjustments to the length and content of the 
coaching sessions mirror the modifications that were made to the initial plan as the project 
progressed. By applying the learnings from this cohort, the project manager will facilitate the 
success of future cohorts and promote the spread of the project across the organization.  
This project promotes professional development of nursing staff and interprofessional 
team members. The EBP mentors are leading EBP interventions such as journal clubs, grand 
rounds, and EBP workshops. These interventions enhance nurses’ knowledge and skills related to 
EBP (Melnyk et al., 2017). Journal clubs and grand rounds also provide nurses with the most 
current evidence related to a given topic. EBP mentors lead EBP implementation projects within 
the organization, working with teams to carry out the steps of EBP and promoting learning in the 
process.  
Limitations 
There were some limitations to the internal validity of the survey results. One of the most 
obvious was the small sample size. The cohort size was chosen based on how many fellows the 
DCEPI and CNS could support as coaches. From the beginning, it was recognized that a sample 
of eight participants would not allow for the statistical validity of the findings. With the small 
sample size, there was potential for non-response bias, which occurs when participants do not 
respond differently from the rest (Sedgewick, 2013). Three participants did not complete the pre-
survey, and two participants did not complete the post-survey. It is not known whether the 
missing responses on the pre-and post-surveys were from the same participants.  
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Another factor that impacted the internal validity was the error on the post-survey, 
invalidating three items of the EBP shortened scales. There was concern that asking the 
participants to retake the survey could inject bias into the new results, so these items were 
removed. Scores from these three items could have amplified or diminished the changes between 
the pre-and post-survey results. To offset the limitations discussed and promote internal validity, 
the aggregate data were reviewed with the fellows. The fellows confirmed that the survey results 
were consistent with their experiences and perceptions.  
Conclusions 
The project was a foundational step for the organization to create a paradigm shift from 
tradition-based practice to intentional integration of EBP. Project implementation was 
extensively modified due to the increased operational demands imposed by the COVID-19 
pandemic; however, the objectives of the fellowship were at least partially met. The organization 
now has 10 EBP mentors for the clinical nurses and nurse leaders. While the results were not 
statistically significant, the fellows' feedback confirmed the clinical significance of the 
improvements in EBP competence, EBP implementation, and belief in the value of EBP to 
improve practice. 
The organization now has an initial cadre of EBP mentors who can integrate EBP within 
their departments and teams. While not statistically significant, the improvements in EBP 
competencies, beliefs, and implementation are consistent with fellows’ perceptions and evidence 
from the literature. Organizations that have invested in similar programs have reported 
strengthened beliefs about the value of EBP; increased self-efficacy, knowledge, or competence 
with EBP; and increased implementation of EBP. Furthermore, these organizations have 
improved clinician engagement, cost avoidance, quality, and patient safety (Alves, 2021). Given 
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that the initial findings from this inaugural cohort are consistent with other studies, it is 
anticipated that future cohorts will experience similar results. 
Existing studies vary greatly in the composition of EBP mentor development programs, 
with variation in outcomes reported (Alves, 2021). This project demonstrated that a multifaceted 
approach with didactic content, an EBP project, group coaching, and availability of resources can 
lead to improvements in the participants’ EBP competence, strengthen their beliefs about EBP’s 
value, and increase their participation in EBP activities. The interventions for the fellowship 
were selected based on the review of evidence; however, they had to be modified to ensure the 
program's success. Further studies are needed to explore which interventions can best prepare 
nurses for the role of EBP mentor.  
Next steps to promote the sustainability and success of the EBP Mentor Fellowship are 
engaging potential EBP project sponsors earlier in the process and expanding the cohort size. 
Failure to communicate with a key stakeholder early on created siloed work and inhibited the 
success of some of the fellows, both of which could have been mitigated by earlier engagement 
of the sponsor. Expanding the cohort will increase the impact of the fellowship on nursing 
practice. The initial cohort size was limited by the small number of EBP experts available to 
coach. With a new team of EBP mentors available to coach, the cohort size can be doubled. The 
increased cohort size will help to ensure that at least one EBP mentor is available to support each 
of the hospital’s NPG councils. A larger cohort would also increase the number of EBP projects 
implemented, potentially yielding more significant gains in quality and safety.  
The sustainability plan for the project was developed using the Institute for Health 
Improvement Sustainability Planning Worksheet (IHI, 2019). The worksheet guided the project 
team to review factors that promote sustainability. Some of these factors included appropriate 
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long-term ownership of the program, ongoing measurement, embedding the changes in existing 
infrastructure, and establishing a plan for ongoing training and communication. The Director of 
Clinical Education, Practice, and Informatics will continue to manage the EBP mentor fellowship 
and report progress on the program to the nursing research and EBP councils annually. As part of 
the reporting, pre- and post- intervention data on EBP competency will be collected for each 
cohort. The number of EBP projects completed per year and the results of those projects will also 
be tracked and reported. To hardwire the role, EBP mentors will be formally assigned to an NPG 
council; council charters will be updated to include the EBP mentor role. Experienced and new 
EBP mentors will be invited to participate in a quarterly EBP mentor Community of Practice to 
promote ongoing role development. Communities of Practice are an effective networking 
strategy to promote collaborative learning, ongoing professional development, and innovative 
problem solving (de Carvalho-Filho et al., 2020). The sustainability plan is built upon evidence-
based factors to ensure the ongoing success of the EBP Mentor Fellowship.  
The results of the initial cohort support the spread and sustainability of the EBP Mentor 
Fellowship. The results align with the evidence from the literature and support ongoing 
investment in EBP mentors toward further gains in nurse EBP competence, greater utilization of 
EBP, and improved quality and safety. There is strong interest to spread the EBP Mentor 
fellowship to other sites within the healthcare system. Next steps for the spread of the project 
include presenting the project findings to the regional Research and Innovation Academy and 




Section VI: Funding 
No outside funding was used for this project. Considering financial constraints caused by 
COVID-19, the costs of the project were carefully minimized. Initial participants were salaried 
nurse leaders who received no additional pay for their time. Funding for future cohorts may need 
to account for expenses to backfill clinical nurses relieved from direct patient care. Initial 
funding for the EBP Immersion and related materials came from the Clinical Education, Practice, 
and Informatics (CEPI) operational budget. The project aligned with the scope of work for the 
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One study compared a multi-thronged 
approach w/ vs without mentors and showed 
no statistical difference, 9 studies showed 
single intervention (education or audits w/ 
feedback) vs multi-thronged approach w/ 
mentors. A few studies showed improved 
adherence to guidelines, mixed results with 
knowledge and adherence to clinical 
recommendations, studies that evaluated 
value & beliefs related to EBP showed 
improvement w/ presence of mentor.  
 
II, A 
Worth: While use of mentor showed mixed 
results of patient outcomes they consistently 
show improved value, beliefs, and knowledge 
specific to EBP.  
Strengths: Robust methodology for review, 
identified themes in outcomes and 
methodology related to mentorship 
Weakness: Individual studies had great 
variability in study design, methodology, and 
measurement tools used.  
Conclusions: Use of a mentor is likely to 
improve EBP beliefs, EBP competence, and 
may improve patient outcomes.  
Recommendations: Use of consistent tools, 
further evaluation of patient outcomes w/ 


















Analysis Study Findings 
Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
Strengths and Weaknesses / 
Feasibility / Conclusion(s) / 
Recommendation(s) / 
2. Breckenridge-Sproat, S., Throop, M. D., Raju, D., Murphy, D. A., Loan, L. A., & Patrician, P. A. (2015). Building a Unit-Level Mentored Program to Sustain a Culture of Inquiry for Evidence-Based Practice. Clinical Nurse 
Specialist: The Journal for Advanced Nursing Practice, 29(6), 329-337. https://doi.org/10.1097/NUR.0000000000000161 




program at a 
multicite HCS  



























test results  
There was improvement in all 3 scales, the 
results were only significant for the matched 
pair data on ORSIEP (p=.05) and EBPB 
P=.02  
II, A  
Demonstrates that an EBP mentor program 
improves organizational readiness and EBPB 
Limitations: org restructure made it such that 
we cannot determine how many of the 
respondents of the post-test also participated 
in the pre-test, very low-volume of matched 
pairs for the results analysis because of org 
changes and incomplete or missing ID codes 
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impact of 
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Library utilization increased significantly 
p=.0025  
 
On a scale of 1-7 Knowledge 5.06, Attitudes 
5.89, Practice 4.87  
 
II, C RN access to library is an objective 
measure of RN participation in EBP that does 
not rely on self-reporting, it does not tell 
whether evidence was appraised or used but 
in promoting a culture of inquiry it does show 
questions are being asked and evidence 
sought out.  
Limitations- very low response rate (13%), no 
baseline data for survey so cannot say to 
what extent the interventions are responsible 
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Cronbach a for 
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There was improvement for all 3 subscales 
for both the mentees and their colleagues, 
the mentees have greater increase and had 
an increase in every line item on the scale. 
EBP Practice was the largest gain for both 
groups p<.001 
II, A  
Demonstrates effectiveness of a multifaceted 
approach to the development of EBP 
mentors, demonstrates diffusion of 
knowledge from mentees to nursing units 
Limits: small sample of mentees, data 
collected as aggregate not individual, nigh 
shift nurses excluded, not yet able to assess 
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NA knowledge improved, CAUTI rates 
dropped and sustained, (from 0.78/1k CD to 
0.00/1k CD) participants were satisfied, 
motivated to continue to champion change, 
more engaged  
Estimated savings of $109,368  
V, B  
Emphasis on Change Management and 
important part of the EBP Mentor role  
Limitation small sample, statistical analysis 
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EBP Beliefs  
EBP Implementation  
EBP Beliefs 
Scales  
EBPI Scale  
Compariso
n of group 
means via 
t-test  
EBPB had a slight increase but not 
statistically significant (p>.1) EBPI had a 
statistically significant increase (t=1.75, df= 
56, p<.05)  
II, B  
Worth to practice: supports existing evidence 
that an EBP mentorship improves nurses’ 
participation in EBP activities. While EBPB 
increase not statistically significant, the 
perintervention mean was 64.54 which is on 
the higher end of the scale. The nurses were 
chosen based on being innovator and early 
adopters withing their units which introduces 
bias towards a sample with high beliefs to 
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Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
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Nursing, 14(2), 90-98. https://doi.org/10.1111/wvn.12199 
Determine 











































EBP beliefs- the 
extent to which 




extent to which 
nurses are 
participating in EBP-
related activities ,  
Job satisfaction, 
Group cohesion- the 
productivity, 
efficiency, feelings of 
belonging, and 
morale of the group 
Group attractivess- 
the extent to which 
participants enjoyed 











tool w/ Likert 





























test score)  
Significant improvement for EBP beliefs 
p<.001, EBP implementation p<.001, job 
satisfaction p=.047, and group cohesion 
p=.014, not a significant difference for group 
attractiveness p.889  
A, II  
Supports implementation of EBP fellowship 
w/ mentorship vs standalone education re 
EBP. Provides further evaluation of ARCC 
model for EBP. This study uses 4 valid and 
reliable measurement tools which could be 
applied to DNP project  
 
According to lit review increased EBP 
implementation and beliefs leads to improved 
patient and nurse outcomes, this article is 
focused specifically on nurse outcomes.  
 
The fellowship in this article is too long to be 
feasible for DNP project (9 months), however 
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Level of Evidence (Critical Appraisal Score) / 
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Recommendation(s) / 
8. Levin, R. F., Fineout-Overholt, E., Melnyk, B. M., Barnes, M., & Vetter, M. J. (2011). Fostering evidence-based practice to improve nurse and cost outcomes in a community health setting: a pilot test of the advancing research 
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(a) nurses’ beliefs 





perceptions of group 
cohesion; 
(d) nurses’ job 
satisfaction; (e) 
nurses’ productivity; 
and (f) nurse 
turnover rate 
Data collects pre, 































































Intervention group had greater increase of 
EBPB & EBPI scores at intervals 3&4 vs 
control (p<.001 for EBPB and p .006 for 
EBPI)  
No significant difference between 
experimental & control groups for Group 
cohesion, work satisfaction, or productivity. 
One year after the pilot study the 
experimental group had reduction in turnover 
from 50% to 11% control group remained at 
35% throughout  
I, B  
Worth to practice: one of the only RCTs 
related to EBP Implementation, Indicated 
ARCC model effective for improving nurse’s 
beliefs about EBP and implementation.  
Strengths: solid design w/ strategy in place to 
control for bias, demographics of 
experimental and control well matched,  
Weakness: Methodology for randomizing into 
experimental & control not completely 
random, rationale for control intervention not 
well defined-  
Feasibility: study could reasonably be 
replicated 
Conclusions: similar to other studies using 
same model and evaluation tools, increase in 
EBPB and EBPI significantly increased as is 
nurse turnover.  
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n not given  
EBP Mentors: 
Self-efficacy w/ EBP  
Clinical Nurses: EBP 
knowledge, skills, 
and utilization  
% of projects that 






EBPQ Scale  















Mentors: scores increased at each interval 
p<.01  
Clinical Nurses: EBP knowledge most scores 
slight increase none significant  
EBP utilization improved significantly (p<.05)  
300% increase in nurse led or co-led projects  
II, B 
Consistent w/ findings that EBP mentor is 
effective in increasing nurses’ ability to 
engage in EBP, demonstrates how EBP 
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To describe 
how an EBP 
mentor used an 




























Catheter Days (CD) 




from 6 months 
before 
intervention and 
6 months after 
project 
implemented 
t-test  26.1% reduction in CDs (p<.001)  
33% reduction in CAUTI rate p=.49  
V, A  
Demonstrated improved patient outcomes 
following EBP interventions led by an EBP 
mentor and team.  
Strengths: EBP methodology clearly 
described, patient outcomes improved, 
supports evidence that EBP programs 
improve patient outcomes,  
Weakness: limited to one setting, unknow 
patient volume  
Conclusions: EBP mentor lead projects 
improve health care quality 
EBP clinical protocols including skillful 
nursing judgement and evidence improve 
outcomes  
EBP mentors are essential to promote quality 
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EBPB, EBPI, and OCRSIEP all increased  
Mobility project led to < vent days by 2.7  
HAPI rate from 6.01 to 0.62%  
CHF patient education 14.% reduction in 
readmission 
Exclusive breastfeeding 61.7% to 71.1% 
II, B  
Worth to practice: suggests that using a 
systems focused model can improve EBP 
belief, implementation, and patient outcomes 
Strengths: solid study design using validated 
tools, includes specific patient outcomes, 
improvement in patient outcomes over 12 
years was significant.  
Weakness: small sample, review of findings 
only explains projects with significant 
increase in patient outcomes, does not 
discuss how many total projects there were 
Conclusions: Use of the ARCC model may 
increase beliefs and implementation of EBP 



















Analysis Study Findings 
Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
Strengths and Weaknesses / 
Feasibility / Conclusion(s) / 
Recommendation(s) / 
12. Morgan, L. A. (2012). A mentoring model for evidence-based practice in a community hospital. Journal for Nurses in Staff Development, 28(5), 233-
237. http://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=ccm&AN=108103760&site=ehost-live&scope=site&custid=s3818721 
To evaluate 























barriers to EBP  


























RN perceived barriers decreased in all 
subcategories p<.001 
HAPU prevalence decreased by 5%  
II, B  
Mentor led-EBP project implementation 
improves clinician perception and quality 
outcomes  



















Analysis Study Findings 
Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
Strengths and Weaknesses / 
Feasibility / Conclusion(s) / 
Recommendation(s) / 




impact of a 5 
year program to 
promote EBP in 
the organization  




EBP project w/ 
mentorship 
from a nurse 
scientist, 
projects shared 





















Program Satisfaction  
EBP self-efficacy 
Scale 
Engagement in EBP 










using surveys & 









High workshop and program satisfaction 
4.7-5  
EBP self-efficacy improved F(2,11) 30.0138 
p<.01  
Improvements in PD, scholarship, 
confidence, engagement in committee work  
II, B 
Strengths: captured experiences and 
perceptions of participants, findings 


















Analysis Study Findings 
Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
Strengths and Weaknesses / 
Feasibility / Conclusion(s) / 
Recommendation(s) / 
14. Spiva, L., Hart, P. L., Patrick, S., Waggoner, J., Jackson, C., & Threatt, J. L. (2017). Effectiveness of an Evidence-Based Practice Nurse Mentor Training Program. Worldviews on Evidence Based Nursing, 14(3) 183-
191. https://doi.org/10.1111/wvn.12219 
To evaluate 
effectiveness of an 







integrate EBP into 



















impede or sustain 
EBP  









EBP Nurse Belief 
and Attitudes  
EBP Nurse Skills  











all scales p<.001 
for each  
 
Clinical nurses also 
had improvements 
for all areas p<.001  
II, A  
Strong support for EBP as part of multi-intervention strategy to 
improve culture of EBP  
Solid description of interventions for EPB mentor training and 
building infrastructure  
Strengths: large sample, multiple sites, analysis of results showed 
significance, findings consistent with similar studies  
Weakness: nurses volunteered for intervention- no randomization 
measurement of change in patient outcomes, minimal control  
Recommendations: long term studies to evaluated interventions to 




















Analysis Study Findings 
Level of Evidence (Critical Appraisal Score) / 
Worth to Practice / 
Strengths and Weaknesses / 
Feasibility / Conclusion(s) / 
Recommendation(s) / 















that is part 




Attitudes re EBP, 





Nurse Leaders and 
Clinical RNs  
EBPB scale 
EBPI scale 















28% response rate  
For EBPB Nurse leader scores significantly 
higher for both years but gap was smaller in 
second survey as nurse leader score did not 
increase significantly  
Organizational readiness: increases near 
parallel and both significantly increased  
II, B 
Worth to practice: demonstrates some 
sustainability of results over time, highlights 
gap between nurse’s perception of EBPI vs. 
actual rate of EBP adoption, shows 
importance of engaging nurse leaders and 
clinical nurses in the EBP process 
 
Strengths: sufficient sample size, measures 
impact over 2 years, findings consistent w/ 
literature, good comparison in results 
between leaders & clinical RNS 
 
Weakness: focus is on difference between 
leaders & clinical RNS does not describe in 
detail the changes overtime of clinical RNs 
 
Conclusion: need more studies re long term 
impact of interventions to increase EBP at 
organizational level 
 
Recommendations: incorporate EBP 
requirements into performance evals for 
nurse leaders, need strategies to address the 
inconsistency between self-reported 







Synthesis of Interventions 
 1 2 3 4 5 6 7 8 9 11 13 14 15 
Fellowship <3 months ✓             
Fellowship 3-6 months  ✓     ✓  ✓      
Fellowship > 6 months  ✓ ✓     ✓   ✓ ✓ ✓ ✓ 
Classroom lessons ✓ ✓  ✓ ✓  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 
Pre-work/Flipped Classroom        ✓     ✓  
Online Modules      ✓       ✓  
Refresher sessions   ✓            
Practice w/ steps of EBP               
EBP Project with 1:1 Coaching    ✓    ✓      
EBP Project with group coaching  ✓    ✓ ✓    ✓ ✓ ✓ ✓ 
Learners teaching others     ✓ ✓         
Journal Clubs     ✓          
Regular distribution of reinforcement 
materials (bulletins, soundbites, etc.)  
     ✓        
Printed materials ✓ ✓    ✓   ✓     
Toolkit  ✓ ✓      ✓ ✓ ✓    
Textbooks               
Establishing EBP mentorship structures    ✓      ✓     
Website/Digital repository  ✓    ✓   ✓   ✓ ✓ 




Synthesis of Outcomes 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 
Adherence to guidelines   NE NE NE  NE NE NE NE  NE NE NE NE NE 
EBP Beliefs/Attitudes    ✓  NE    NE NE  NE NE  NE 
EBP 
Implementation/Utilization/Practice  NE    NE     NE  NE NE NE  
EBP Knowledge NE NE ✓  NE NE NE NE  NE NE NE NE   
EBP Skills/Competence/Self-Efficacy NE NE NE NE NE NE NE NE  NE NE NE    
Org Culture/ Readiness for EBP NE  NE NE NE NE NE NE NE NE  NE NE  NE 
Perceived Barriers to Research 
Implementation  NE NE NE NE NE NE NE NE NE NE NE  NE NE NE 
Job Satisfaction  NE NE NE NE NE NE  NE NE NE NE NE NE NE NE 
Group Cohesion NE NE NE NE NE NE   NE NE NE NE NE NE NE 
RN Turnover  NE NE NE NE NE NE NE  NE NE NE NE NE NE NE 
Patient Quality & Safety  NE NE NE NE  NE NE NE NE     NE NE 
Staff Engagement  NE NE NE NE  NE NE NE  NE NE NE  NE  
Professional Development  NE NE NE NE NE NE NE NE NE NE NE NE NE NE NE 
$ Savings/ Cost avoidance  NE NE NE NE  NE NE  NE NE NE NE NE NE NE 
NE – Not evaluated  






ARCC© Model  
 
Melnyk, B. M., Fineout‐Overholt, E., Giggleman, M., & Choy, K. (2017). A test of the ARCC© model improves implementation of evidence‐based 




Coaching Session Pathway 
Weeks Session EBP Steps Topic Activities Deliverables 
1-2 1 0-3 Search Strategy Refined PICOT 
question started at 
the immersion, 
develop search 
strategy, spend time 
in group searching  
Appraise articles 
Bring appraised 
articles to next 
session  
3-4 2 4 Integrate evidence, 
clinical expertise, and 
patient preference to 
make a practice 
recommendation, 
project plan  
Summary tables, 
synthesis tables  
Problem 
statement, 




5-6 3 4 Change Management,  Develop project plan 










baseline data  
7-8 4 4-5 Change Management 
Evaluation  
Recap on progress 




9-10 5 4-5 Change Management 
Evaluation  
Recap on progress 




11-12 6 4-5 Change Management 
Evaluation  
Recap on progress 




13-14 7 6 Disseminate Outcomes  Recap on progress 









15-16 8 6 Disseminate Outcomes  Plan internal 









Area under consideration: 
Conscientious integration of Evidence-Based Practice across the medical center 
in alignment with Magnet© Standards  
Desired State Current State Action Steps 
The organization has a clearly 
defined EBP mentor role  
EBP is part for Clinical Education, 
Practice, and Informatics and part of 
NERDS council there is not a 
dedicated EBP mentor position. It is 
unlikely that position control would 
support creating a new position at this 
time. 
Integrate EBP into job description and 
competencies for all nursing roles  
Team of EBP Mentors to 
facilitate integration of 
evidence into practice decision 
and QI efforts  
Use of EBP is sporadic, low number 
of RNs with formal education and 
experience in EBP process  
Design and implement EBP Mentor 
fellowship 
Sponsor team of EBP mentors-in-
training to attend EBP Immersion 
training with the Fuld Institute  
Clinical Nurses and Nurse 
Leaders have foundational 
training on EBP  
Most clinical RNs are ADN and did 
not receive training on EBP in nursing 
school. Some leaders and clinical 
nurse have BSN or higher and 
received at least some EBP training  
EBP Mentors to develop EBP 
Champion Academy and provide EBP 
workshops to unit councils Integrate 
EBP into annual competencies  
Clinical inquiry is embraced 
and promoted in 
organizational culture and 
nurses in your organization 
incorporate evidence into 
clinical practice  
Practice steeped in tradition with 
variation from unit to unit  
Clinical questions are answered w/ 
peer opinion or group consensus  
A small group of nurse leaders have 
completed or in progress on DNP and 
there is growing interest in EBP 
EBP training as outlined above. Add 
Clinical Inquiry to RN competencies  
Leadership recognizes the 
difference between process 
problem and practice problem 
and apply appropriate 
interventions to each  
Opportunities for improvement are 
addressed using Performance 
Improvement methodology without 
and evaluation of whether the practice 
in question needs to be addressed  
Work with PI department to add and 
assessment of Practice vs Process into 
the project intake process 
Provide PI department, unit and 
facility councils training on difference 
between practice and process 
problems 
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EBP Training is interactive 
and engaging  
Due to pandemic in-person meetings 
are very limited, education team has 
minimal knowledge on how to 
integrate adult learning theories into 
remote training  
Clinical Education team to explore 
EBP for remote learning 
Adequate infrastructure to 
support goal to integrate EBP 
at facility level  
NERDS Committee not closely 
aligned w/ Professional Governance 
structure, lacks strategic plan. 
Ensure Professional Governance 
Council charters reflect organizational 
commitment to EBP  
NERDS reports to Governance 
Council at least annually  
Establish EBP Academy to foster 
ongoing development of EBP mentors 
and champions  
Clinicians are given time to 
learn and practice EBP skills  
Leadership is committed to supporting 
EBP development but there is not 
structure or process in place to build 
and sustain this practice  
Incorporate EBP into annual learning 
needs assessment and competency 
planning  
Establish a standard for how EBP 
champions will get protected time to 
























EBP Mentor Fellowship Budget 
REVENUE   
Cost Avoidance* $16,065.60  
Total Revenues $16,065.60  
    
EXPENSES   
Salaries and Wages*   
Program Coordinator  $41,000.00  
Clinical Educators $6,445.60  
Quality Nurse Consultant  $6,821.60  
ANMs $7,440.80  
CNS $7,782.40  
Subtotal Payroll Expenses  $69,490.40  
    
SUPPLIES & SERVICES   
EBP Immersion Registration $8,000.00  
EBP Binders $450.00  
Office Supplies $100.00  
EBP Swag $200.00  
Celebration Event  $1,000.00  
Subtotal Supplies  $9,750.00  
    
TOTAL EXPENSES (Payroll + Supplies) $79,240.40  
Total Cost Avoidance - expenses ($63,174.80) 
 
*Assumptions: 
 Cost avoidance based on projected 10% reduction in patient falls in year one 
using AHRQ estimated cost per fall  
 Program is FTE neutral, salaries calculating based on percentage of productive 




Cost Avoidance Projections  
Safety Priority Index  
 
RN Turnover  
 
Year 1 Year 2 Year 3 Year 4 Year 5 
RNs Replaced 163 145 129 115 102
Cost Associated 4,629,200.00$             4,119,988.00$             3,666,789.32$             3,263,442.49$             2,904,463.82$             
Cost Avoided 0 509,212.00$                453,198.68$                403,346.83$                358,978.67$                
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Appendix M 
5 Year Proforma  
  












EBP Mentor Training 
     
EBP Immersion Registration 8,000.00 10,000.00 10,000.00 10,000.00 10,000.00 
Program Coordinator 41,000.00 41,820.00 42,656.40 43,509.53 44,379.72 
Staff RNs 29,654.40 15,272.02 15,577.46 15,889.01 16,206.79 
Clinical Educators 6,445.60 3,287.26 3,353.00 3,420.06 3,488.46 
Quality Nurse Consultant 6,821.60 3,479.02 3,548.60 3,619.57 3,691.96 
ANMs 7,440.80 7,589.62 7,741.41 7,896.24 8,054.16 
NM 7,782.40 3,969.02 4,048.40 4,129.37 4,211.96 













     
Educator Time 3,222.80 1,643.63 1,676.50 1,710.03 1,744.23 
Pilot Testing RN Time 17,792.64 
    
Training Hours 
     
Staff RNs 35,585.28 36,652.84 37,385.90 38,133.61 38,896.29 
Quality Nurse Consultant 2,046.48 2,087.41 2,129.16 2,171.74 2,215.18 
ANMs 11,161.20 11,384.42 11,612.11 11,844.35 12,081.24 
NM 4,669.44 4,762.83 4,858.09 4,955.25 5,054.35 
Supplies 750.00 765.00 780.30 795.91 811.82  






Safety Priority Index (cost 
avoidance) 
16,065.60 246,984.00 503,944.20 735,208.38 943,346.14 
RN Turnover - 509,212.00 453,198.68 403,346.83 358,978.67 
Net Cost Avoidance 16,065.60 756,196.00 957,142.88 1,138,555.21 1,302,324.82 
 Net Income (168,307.04) 612,282.94 810,575.56 989,280.54 1,150,288.66 
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Melnyk, B. M., Gallagher-Ford, L., Long, L. E., & Fineout-Overholt, E. (2014). The establishment of 
evidence-based practice competencies for practicing registered nurses and advanced practice nurses 
in real-world clinical settings: Proficiencies to improve healthcare quality, reliability, patient 







































Questions clinical practices for the purpose of improving the quality of care 2.429 3.286 
Describes clinical problems using internal evidence* (*internal evidence = evidence 
generated internally within a clinical setting, such as patient assessment, outcomes 
management and quality impr... 
2.857 3.143 
Participates in the formulation of clinical questions using PICO(T)** format (**PICO(T) = 
Patient population; Intervention or area of Interest; Comparison intervention or group; 
Outcome; Time) 
2.571 3.286 
Searches for external evidence *** to answer focused clinical questions (***external 
evidence = evidence generated from research) 
2.714 2.714 
Participates in critical appraisal of pre-appraisal evidence **** (such as; clinical guidelines, 
evidence-based policies & procedures, and evidence summaries & syntheses) 
2.286 3.000 
Participates in critical appraisal of published research studies to determine their strength and 
applicability to clinical practice 
2.429 3.143 
Participates in the evaluation and synthesis of a body of evidence gathered to determine its’ 
strength and applicability to clinical practice 
2.286 3.286 
Collects practice data (e.g., individual patient data, quality improvement data) systematically 
as internal evidence for clinical decision making in the care of individuals, groups and 
populations 
2.571 3.000 
Integrates evidence gathered from external and internal sources in order to plan evidence-
based practice changes 
2.714 3.000 
Implements practice changes based on evidence, clinical expertise and patient preferences to 
improve care processes and patient outcomes 
2.714 2.714 
Evaluates outcomes of evidence-based decisions and practice changes for individuals, groups 
and populations to determine best practices 
2.714 2.857 
Disseminates best practices supported by evidence to improve quality of care and patient 
outcomes 
2.571 2.857 
Participates in strategies to sustain an evidence-based practice culture 2.286 3.143 
Systematically conducts an exhaustive search for external evidence *** to answer clinical 
questions 
2.286 2.857 
Critically appraises relevant pre-appraisal evidence **** and primary studies, including 
evaluation and synthesis 
2.143 2.857 
Integrates a body of external evidence *** from allied health and related fields with internal 
evidence * in making decisions about patient care 
2.429 3.143 
Leads trans-disciplinary teams in applying synthesized evidence to initiate clinical decisions 
and practice changes to improve the health of individuals, groups, and populations 
2.286 2.714 
Generates internal evidence through outcomes management and EBP implementation 
projects for the purpose of integrating best practices 
2.429 2.571 
Measures processes and outcomes of evidence-based clinical decisions 2.429 3.286 
Formulates evidence-based policies and procedures  2.429 2.857 
Participates in the generation of external evidence with other healthcare professionals 2.286 2.857 
Mentors others in evidence-based decision making and the evidence-based practice process 2.286 2.857 
Implements strategies to sustain an evidence-based practice culture 2.000 3.286 
Communicates best evidence to individuals, groups, colleagues, and policy-makers  2.429 3.286 




T-Test for Outcome Measures 
 
